A Comparative Study of Crisis-Intervention Recommendations Within and Across Professional Groups by Derose-Ihrig, Jeannine
Loyola University Chicago 
Loyola eCommons 
Dissertations Theses and Dissertations 
1995 
A Comparative Study of Crisis-Intervention Recommendations 
Within and Across Professional Groups 
Jeannine Derose-Ihrig 
Loyola University Chicago 
Follow this and additional works at: https://ecommons.luc.edu/luc_diss 
 Part of the Educational Psychology Commons 
Recommended Citation 
Derose-Ihrig, Jeannine, "A Comparative Study of Crisis-Intervention Recommendations Within and Across 
Professional Groups" (1995). Dissertations. 3507. 
https://ecommons.luc.edu/luc_diss/3507 
This Dissertation is brought to you for free and open access by the Theses and Dissertations at Loyola eCommons. 
It has been accepted for inclusion in Dissertations by an authorized administrator of Loyola eCommons. For more 
information, please contact ecommons@luc.edu. 
This work is licensed under a Creative Commons Attribution-Noncommercial-No Derivative Works 3.0 License. 
Copyright © 1995 Jeannine Derose-Ihrig 
LOYOLA UNIVERSITY CHICAGO 
A COMPARATIVE STUDY OF CRISIS-INTERVENTION 
RECOMMENDATIONS WITHIN AND ACROSS PROFESSIONAL GROUPS 
A DISSERTATION SUBMITTED TO 
THE FACULTY OF THE GRADUATE SCHOOL 
OF LOYOLA UNIVERSITY OF CHICAGO 
IN PARTIAL FULFILLMENT OF THE REQUIREMENTS 
FOR THE DEGREE OF 
DOCTOR OF PHILOSOPHY 
DEPARTMENT OF CURRICULUM, INSTRUCTION, AND 
EDUCATIONAL PSYCHOLOGY 
BY 
JEANNINE DEROSE-IHRIG 
CHICAGO, ILLINOIS 
JANUARY, 1995 
Copyright by Jeannine DeRose-Ihrig, 1995 
All rights reserved. 
ii 
ACKNOWLEDGMENTS 
I would like to thank the committee members, 
particularly Dr. Ronald R. Morgan, committee chair, for his 
stalwart and scholarly guidance and patience in reading and 
critiquing this work at each stage; Dr. Jack Kavanagh, whose 
expert technical support enabled me to create and manage a 
large data set; Dr. Carol Harding, who gave strong and 
professional guidance and wisdom; and Dr. Manuel S. 
Silverman, whose encouraging counsel and timely quips helped 
me to reach the end of a lengthy and technically challenging 
dissertation. The unique balance of characters, and 
disciplines on this committee played a critical role in my 
reaching the goals we had established. 
I am also grateful to my parents, Anthony and Eileen 
DeRose, who instilled in me the value of education and of 
finishing what I begin; to the school-based mental health 
professionals who took time out of their busy schedules to 
create the data base that brought these results to light; to 
my dear friends, who allowed me to put them on hold while I 
completed this task; and to my children, who helped and 
encouraged me despite the sacrifice of their mother's 
attention. Finally, I want to thank my husband, who acted 
as research assistant, chauffeur, humorist, typist, and all-
iii 
around grunt, thank you dear. This effort depended upon all 
these people, who made it possible for me to emerge feeling 
a sense of pleasure and fulfillment. 
iv 
TABLE OF CONTENTS 
Page 
ACKNOWLEDGMENTS. 
LIST OF TABLES . 
Chapter 
iii 
vii 
I . 
II. 
INTRODUCTION. 
Definition of Suicide. 
Historical Overview. 
Incidence ..... . 
Prevention Efforts . 
Suicide Intervention in the Schools. 
REVIEW OF RELATED LITERATURE. 
1 
2 
2 
2 
4 
7 
11 
National, State, and Local Efforts 11 
Theoretical Framework of Suicide Research. 15 
Adolescent Development . . . . . . . 17 
Presuicidal Youth. . . . . . . . . . 19 
Changing Role of School-Based Mental 
Health Professionals. . . 25 
School Psychologists . 26 
School Social Workers. 27 
School Counselors. . . 27 
Crisis Intervention Training Programs for 
School-Based Mental Health Professionals. 28 
III. METHOD .... 31 
31 
32 
Hypotheses 
Subjects . 
Preparation of Stimulus Materials and 
Development of the Instrumentation. 
Design and Statistical Analysis. 
IV. RESULTS . 
33 
38 
40 
Results Related to the CSES. 42 
Results Related to Testing Null 
Hypothesis One. . . . . 46 
Results Related to Testing Null 
Hypothesis Two. . . . . 53 
Results Related to Testing Null 
Hypothesis Three. . 55 
Results Related to the Clinical Impression 
Scale . . . . . . . . . . . . . . . . . 56 
V 
Results Related to Testing Null 
Hypothesis Four . . . . . 64 
Results Related to Testing Null 
Hypothesis Five 76 
V. DISCUSSION. . . . 94 
Discussion Related to Null Hypothesis One. 96 
Discussion Related to Null Hypothesis Two. 98 
Discussion Related to Null Hypothesis Three. 99 
Discussion Related to Null Hypothesis Four 99 
Discussion Related to Null Hypothesis Five 100 
Implications and Recommendatioqs . . 102 
Appendix 
A. SAMPLE LETTERS TO SUBJECTS. . . . . . 107 
B. QUESTIONNAIRES--CASE STUDY EVALUATION SCALE 
AND CLINICAL IMPRESSION SCALE. 110 
C. SAMPLE CASE STUDY PACKET. . . 113 
D. PROFILES OF THE SIX VIGNETTES 140 
REFERENCES 
VITA ... 
vi 
144 
150 
LIST OF TABLES 
Table Page 
1. Demographic Data by Group. 41 
2. Case Study Evaluation Scale (CSES) Options 43 
3. Means and Standard Deviations of Case Study 
Evaluation Scores for Intervention Options. 44 
4. Means and Standard Deviations for the Difference 
Scores of the CSES Options Across Groups 
and Across Vignettes. 47 
5. 95% Confidence Intervals for the Difference 
Scores of the CSES Options Across Groups 
and Across Vignettes. 49 
6. Number of Agreements on the CSES Options 
Between the Professionals and the Team of 
Experts Across Groups and Across Options. 52 
7. MANOVA Dependent Variable CSES Difference 
Scores Across Professional Groups and Across 
Vignettes . 54 
8. ANOVA Univariate F-tests, CSES 55 
9. Clinical Impression Options by Subset. 57 
10. Means and Standard Deviations of Clinical 
Impression Scores for Factor/Feature Options. 58 
11. Means and Standard Deviations of Clinical 
Impression Scale (CIS) Option Differences 65 
12. 95% Confidence Intervals for the Difference 
Scores of the CIS Options Across Groups and 
Across Vignettes. 69 
13. Number of Agreements on the CIS Options Between 
the Professionals and the Team of Experts 
Across Groups and Across Options for all 
Vignettes . 75 
vii 
14. MANOVA Dependent Variable CIS Difference 
Scores, Subset 1. 77 
15. ANOVA Univariate F-tests (2, 65) df, Subset 1. 78 
16. MANOVA Dependent Variable CIS Difference 
Scores, Subset 2. 79 
17. Professional Groups X Vignettes Cell Means 80 
18. MANOVA Dependent Variable CIS Difference 
Scores, Subset 3. 81 
19. Univariate F-tests (2, 65) df, Subset 3. 82 
20. MANOVA Dependent Variable CIS Difference 
Scores, Subset 4. 83 
21. Univariate F-tests with (2, 65) df, Subset 4 84 
22. Parameter Estimates for Professional Groups 
on Subset 4, Option 7 - Mental Status . 85 
23. Parameter Estimates for Professional Groups 
on Subset 4, Option 11 - Depression Level 86 
24. Parameter Estimates for Professional Groups 
on Subset 4, Option 12 - Hopelessness Level 87 
25. Parameter Estimates for Professional Groups 
on Subset 4, Option 13 - Helplessness Level 88 
26. MANOVA Dependent Variable CIS Difference 
Scores, Subset 5. 89 
27. MANOVA Dependent Variables CIS Difference 
Scores, Subset 6. 90 
28. Parameter Estimates for Professional Groups 
on Subset 6 of the CIS Difference Scores. 91 
29. MANOVA Dependent Variable CIS Difference 
Scores, Subset 7. 92 
viii 
CHAPTER I 
INTRODUCTION 
There is but one truly serious philosophical problem, 
and that is suicide. Judging whether life is or is not 
worth living amounts to answering the fundamental question 
of philosophy. All the rest--whether or not the world has 
three dimensions, whether the mind has nine or twelve 
categories--comes afterwards. 
Camus (1955) 
Definition of Suicide 
To define the term that lies at the center of this 
research inquiry, Pope (1976, p. 10) quotes from Emile 
Durkheim's research classic, Suicide (1951): The term 
"suicide is applied to all cases of death resulting from a 
positive or negative act of the victim himself, which he 
knows will produce this result." Briefly defined, suicide 
is the "act or an instance of taking one's own life 
voluntarily and intentionally especially by a person of 
years of discretion and of sound mind" (Merriam Webster's 
Collegiate Dictionary, 1993). 
Historical Overview 
Historically, attitudes and feelings toward the 
suicidal act vary from condemnation in the West to 
acceptance, even honor, in the Japanese Sumarai code. In 
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Western culture, however, suicide violates basic tenets of 
our belief system and is considered sinful from a religious 
standpoint. Smith (1979) refers to Rousseau, who in the 
18th century departed from describing suicide as personal 
sin and began discussing suicide in terms of societal 
failure. The transition from viewing suicide as a 
philosophical issue to viewing it from a sociological and a 
psychological point of view around the turn of the 20th 
century marked the beginning of the modern study of 
suicidology. At that time, the two giants of suicidal 
theorizing (Emile Durkheim and Sigmund Freud) began to focus 
on societal factors (Durkheim) and on the individual's own 
role (Freud) in suicidal behavior (Douglas, 1967, cited in 
Davis & Sandoval, 1991; Farberow & Shneidman, 1961, cited in 
Guetzloe, 1989). 
Incidence 
Youthful suicide is not new; the literary characters 
Romeo and Ophelia reflect the adolescent suicide problem of 
other times. However, both the frequency and the awareness 
of this phenomenon are increasing. Current statistical data 
(U.S. Bureau of the Census, 1993) list suicide as the third 
leading cause of death among 15- to 24-year olds in the 
United States, with only accidents and homicides accounting 
for greater numbers of deaths in this age group. Fremouw, 
Callahan, and Kashden (1993, p. 46), however, state that 
"suicide is the second leading cause of death among 
adolescents." 
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While over 75% of suicide attempters are female, 70% of 
suicide completers are male adolescents (Silbert & Barry, 
1993). Moreover, suicide rates have advanced at a more 
dramatic rate for male adolescents than for female 
adolescents (Berman & Jobes, 1991). Numerous factors have 
been considered as explanations for gender differences in 
completion rates but the proposed explanations have not been 
supported by empirical data (Garland & Zigler, 1993). 
However, a critical difference surrounds choice of method. 
Males tend to choose more quickly completed lethal methods 
(Berman & Jobes, 1991; Garland & Zigler, 1993) which 
accounts in part for their higher suicide completion rates. 
The overall suicide rate for adolescents increased 
approximately 300% in the past two decades (Hunter, 1988; 
Poland, 1989), even though the nation's overall suicide rate 
has only varied slightly (Henry, Stephenson, Hanson & 
Hargett, 1993; Konopka, 1983; Tischler, McHenry & Morgan, 
1981; and Smith, 1991). Indeed, suicide rates among those 
aged 45 and older decreased during the same time period 
(Lester, 1990). The scope of the problem regarding young 
people may be even greater if estimates, ranging from 50:1 
to 200:1, of attempts to completed suicides are considered 
(Abbey, Madsen & Polland, 1989; Smith & Crawford, 1986; 
Tischler et al., 1981). Furthermore, Cochran and Turner 
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(1986), Holinger (1978), Males (1991), and Smith (1991) 
strongly suggest that large numbers of adolescent suicides 
go unreported. Finally, McGuire and Ely (cited in 
Stephanowski-Harding, 1990) report a startling estimate by 
the Suicide Prevention Center of Los Angeles. The Center 
hypothesizes that up to 50% of suicides are disguised as 
accidents. As accidents are the leading cause of adolescent 
death, the incidence data for adolescent suicide may not be 
accurate; they may instead reflect this underestimation 
process. 
Prevention Efforts 
Kreitzmen (cited in Maris, 1988, p. 67), reviewing the 
history of suicide research, described the "psychological 
autopsy" as an important methodological advance in 
suicidology that set the stage for contemporary research in 
the area. The psychological autopsy was pioneered by Norman 
Farberow (1987). The procedure was based on the systematic 
study of suicide through direct, detailed questioning of 
family, friends, and others who knew the deceased. The Los 
Angeles Coroner's Office adopted this post hoc retrospective 
procedure in order to investigate and determine causes of 
death where self-destructive behavior was suspected. While 
the psychological autopsy represents an attempt to obtain an 
accurate assessment of suicide rates (Selkin, 1983), it also 
serves to determine causes of death, the prevalence of 
mental health disorders, and the possible relationship 
between various psychological disorders and suicide. 
Additionally, such suicide data continue to be pertinent in 
advancing the knowledge base for suicide detection, 
intervention, and prevention. 
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Farberow (cited in Diekstra & Hawton, 1987) outlined 
characteristics of the families of attempted adolescent 
suicides and suggests that these families are often 
disturbed and intolerant of developmental changes. In light 
of data linking such socio-familial factors with adolescent 
suicidal behaviors, and the social stigma created by this 
mode of death, the efforts of family, friends, police, 
medical personnel, and coroners to report suicidal behaviors 
under other classifications, such as accidents and 
homicides, can be anticipated. 
Of course, the emotional after-effects of a suicide are 
almost bottomless. For example, the adolescent who attempts 
and/or completes suicide leaves his/her family, peers, and 
teachers to cope with their grief, while they are also 
plagued with feelings of guilt for not intervening and 
preventing the suicide. Further, these survivors often 
experience the additional feelings of shame and inadequacy 
for not making life worthwhile for the adolescent or for not 
recognizing the adolescent's pain and possible signs of 
impending suicidal behavior. Indeed, results of studies in 
the suicide literature indicate that when a child dies by 
suicide, society views the parents differently from when 
death is attributed to illness or accident. The child who 
suicides is viewed as more mentally disturbed, and his/her 
parents are blamed more and liked less than in cases of 
natural death (Henry et al., 1993; Rudestam & Imbroll, 
1983) . 
Blame and wide-ranging responsibility for such 
tragedies can also fall on the school system. In response 
to the passage of P.L. 94-142 (1975), which increased the 
number of mandated school personnel working in the area of 
students' special needs, more school-based mental health 
professionals became involved with students who were 
experiencing emotional problems (Ramage, 1981). 
As a result of this greater involvement in students' 
problems, school-based mental health professionals play an 
important role in counseling, crisis prevention, and 
intervention in self-destructive adolescent behavior. 
Additionally, community agencies and parents increasingly 
look toward the school-based mental health professionals to 
monitor students' social and emotional needs (Short & 
Shapiro, 1993). However, deGroot (1994, p. 11) warns 
school-based mental health professionals and school 
districts of "a disturbing trend in education: school 
administrators' increasing liability for student behavior." 
She cited a number of lawsuits brought by parents against 
school systems and school-based mental health professionals 
for failing to prevent their child's suicides. Poland 
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(1994) emphasized that school-based mental health 
professionals must be adequately trained to assure that they 
do not function outside the realm of their skills. 
Furthermore, according to Phillips (cited in deGroot, 1994) 
school districts need to establish prevention programs and 
rigorous procedures for identifying at-risk students, or 
they will face legal liability. 
Suicide Intervention in the Schools 
A systematic review of the literature revealed an 
abundance of information concerning at-risk adolescents, 
school-based prevention programs, characteristics of 
presuicidal youth, and appropriate intervention for 
teenagers experiencing various degrees of psychic pain. 
However, little is reported about the role of school-based 
mental health professionals in estimating adolescent 
suicidal risk and in providing crisis interventions. 
Considering the potential benefits of effective suicide 
prevention/intervention and the potential devastation that 
lies in the aftermath of a completed suicide, greater 
attention to this area is called for. 
The study to be reported below is grounded within the 
framework of research concerning school-based mental health 
professionals and their expanded roles, which now include 
individual and group student counseling, crisis 
intervention, and crisis-prevention programming. Further, a 
central concern in this study is the amount of training 
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needed to perform these functions adequately within a school 
system. 
This research project was conceived to compare 
knowledge bases of expert crisis interventionists and 
school-based mental health professionals with regard to 
adolescent suicide risk. The theoretical implications of 
this dissertation research project lie in the potential of 
unifying seasoned crisis interventionists' strategies with 
school-based mental health professionals' current practices. 
Moreover, the findings from this research project may 
contribute to improvements in university curriculum design 
for school psychologists, school social workers, and school 
counselors with respect to teaching graduate students to 
assess for suicide risk, recognize characteristics of 
adolescents' at-risk behaviors, and develop the skills 
necessary to implement appropriate interventions. 
The research questions to be addressed are as follows: 
1. Are the three school-based mental health 
professional groups prepared for the challenge 
of crisis intervention in the schools? 
2. More specifically, are school psychologists, 
school social workers, and school counselors 
able to propose adequate interventions for 
specific student crisis events, particularly 
situations involving suicide potential? 
3. Do school psychologists, school social workers, 
and school counselors recognize characteristics 
that signal adolescent suicidal risk? 
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This research project was designed to systematically 
examine intervention strategies recommended by school-based 
mental health professionals in response to six vignettes 
detailing student crisis situations. Special attention was 
given to the factors or characteristics of students in 
crisis that affect the intervention decisions of school 
psychologists, social workers, and counselors. Respondents 
included a team of crisis intervention experts in addition 
to groups of school psychologists, social workers, and 
counselors. Sixty-eight school-based mental health 
professionals (22 school psychologists, 23 school social 
workers, 23 school counselors) employed by city and suburban 
school systems within the Chicago metropolitan area, a team 
of three experts, and a pilot study group of three 
participated in the study. 
It was hypothesized that the sixty-eight school-based 
mental health professionals in the study sample would show 
no significant differences among themselves in responses to 
the six vignettes and would select similar intervention 
options for students in crisis. Additionally, significant 
differences in responses were not anticipated between the 
subjects and the team of experts. Finally, the team of 
experts was not expected to respond differently from the 
school-based professionals with respect to assessing the 
severity of suicidal risk related by the six vignettes. 
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In summary, the primary focus of this research project 
was to compare the proposed crisis intervention strategies 
of school psychologists, school social workers, and school 
counselors and to measure how they weighed various student 
factors bearing on intervention decision making. In 
addition, the responses of these school-based mental health 
professionals were compared to responses from a team of 
experts. The overarching goal of the study was to assess 
the ability of school-based mental health professionals to 
recognize and respond to students in distress. 
CHAPTER II 
REVIEW OF RELATED LITERATURE 
A review of the literature related to estimating 
suicide risk among young people and identifying 
precipitating factors in the suicide of adolescents is 
presented in this chapter. First, national-level concern, 
policy, and programs related to adolescent suicide are 
introduced. Next, theoretical bases are presented to 
provide a framework for understanding suicidal youth. Then, 
the literature on adolescent development and current 
research on presuicidal youth are summarized. Finally, a 
special effort is made to describe and discuss the changing 
expectations for school-based mental health professionals in 
terms of responding to students in emotional distress and/or 
crisis situations. In sum, this chapter presents an 
overview of what we know and do not know about the primary 
issues surrounding adolescents at risk. 
National. State, and Local Efforts 
In 1993, Congressman Gary L. Ackerman, U.S. 
Representative for the 7th District of New York, remarked 
that "teen suicide has once again been relegated to the back 
burner of America's social issues," noting that "Government 
policymakers, as well as society in general, tend to be 
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reactive rather than proactive" (Ackerman, 1993, p. 183). 
His comments were based on his perception of federal and 
local government as frozen in inaction despite ''epidemic" 
and "alarming rates" of adolescent suicide (p. 183). 
Conversely, Ackerman suggests, based on the results of the 
1991 National Teen Suicide Audit conducted by the Gallup 
Organization, concern about teen suicide is pervasive among 
adolescents. Findings suggest that 60% of surveyed 
adolescents personally knew someone who had attempted 
suicide, 15% had considered suicide, and 6% had attempted 
suicide (p. 183). 
Ackerman stated that the Gallup survey provides the 
first empirical evidence that suicide is a significant 
social issue touching a majority of American youths 
(p. 183). He concluded that suicide prevention programming 
and professional education for school personnel geared 
toward identifying and counseling potentially suicidal 
adolescents are critical. Recently affirming the importance 
of such efforts, the National Education Association (1994) 
adopted resolution C.31 to ensure that suicide prevention, 
intervention, and postvention efforts become integral parts 
of our nation's school programs. 
Garland and Zigler (1993) point out that due to the 
recent dramatic increase in adolescent suicide, legislation 
for suicide-prevention programming has risen at all levels 
of government. On the national level, the Youth Suicide 
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Prevention Act of 1987 (S 1199, 1987) cited in Garland and 
Zigler (1993, p. 176) called for, among other things, a 
central information resource center that would establish 
training programs, provide information, campaign for public 
awareness of adolescent suicide, fund prevention-
demonstration programs for schools and mental health 
centers, and encourage prevention research by providing 
financial support. 
California was the first of several states to implement 
suicide prevention programming (Poland, 1989). The enabling 
legislation provided a long-range and comprehensive plan for 
the public school system to establish prevention programs at 
the primary, secondary, and tertiary levels. Thus, schools 
played a major role in programming with assistance from 
crisis intervention centers and other local resources. 
Additionally, involvement of parents, teachers, and students 
in prevention efforts was stressed. Poland (1989) reported, 
however, that little program-evaluation data were available. 
Garland and Zigler (1993) stated that while the Youth 
Suicide Prevention Act of 1987 did not pass, it was 
instructive and very beneficial, since research to evaluate 
preventive programming techniques was a required piece of 
the bill's proposed funding plan. They go on to report that 
both the current knowledge base on adolescent suicide 
prevention and current empirical contributions suggest that 
curriculum-based school programs have not been successful 
and that more effective prevention strategies exist. 
Further, affirming the approach of the California 
legislation, they proposed that community public schools 
provide an appropriate environment for primary prevention 
programs. In addition, they view suicide prevention 
training for school-based mental health professionals and 
educators as an effective intervention strategy. 
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In the school setting, primary prevention efforts 
should focus on factors that underlie youth depression and 
hopelessness by enhancing students' feelings of self-
efficacy and their problem-solving skills. Barrett (1988), 
Davis and Wilson (1988), and Vidal (1989) described 
secondary prevention programs as designed to assist 
educators and school-based mental health professionals with 
identification and treatment of at-risk adolescents. 
School-based mental health professionals would likely 
benefit from such secondary programs, as less than 50% of 
clinical psychology graduate programs have training 
available in the field of suicide (Bongav & Harmatz, 1991, 
cited in Garland & Zigler, 1993). 
As noted above, the latest efforts seek to minimize 
adolescent suicide curricula for students and redirect 
educational efforts toward educators and school-based mental 
health professionals. Underlying such efforts is a concern 
for avoiding social-imitation effects. Phillips and 
Carstensen (cited in Maris, 1988) and Leenaars and 
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Wenckstern (1991) reported that personal knowledge of 
suicide completers and/or exposure to stories of suicide may 
exert a significant effect on teenagers. The "Werther 
effect" (Maris, 1988, p. 100), named after Goethe's 1774 
romantic novel, The Sorrows of Young Werther, in which the 
hero's suicide was apparently imitated by readers throughout 
Europe, represents an early recognition of the social 
correlate that explains suicidal behavior in term of social 
influence. Further, the phenomenon of suicide clustering is 
increased for adolescents and seems related to teenage 
suspectibility to social imitative behaviors. Overall, 
Garland and Zigler (1993) called for a comprehensive 
reevaluation of current suicide-prevention programming for 
adolescents in order to integrate national-level 
policymaking efforts, program-development research, and 
theoretical perspectives. 
Theoretical Framework of Suicide Research 
While most theories of suicide focus on adult suicide 
and deal only tangentially with adolescent suicidal 
behaviors, a cursory look at theoretical approaches to 
suicide will facilitate an understanding of prevention and 
intervention management. 
Emile Durkheim, in 1897, developed a comprehensive 
sociological theory of suicidal behavior; his sociological 
model posits that suicide is the result of man's 
relationship to society (Durkheim, 1951). Durkheim 
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classified three types of suicide: (a) altruistic, in which 
the self-inflicted death is expected under certain 
circumstances and codes of honor in the society; (b) 
egoistic, when the person has too few ties with other 
persons and the community; and (c) anomic, when the person 
has a sudden change of self-status (1951). 
Our society today would most likely give rise to anomic 
suicide. Rapid changes have brought great unrest and have 
had a particularly strong impact on young people, who often 
feel alienated from society. In addition, Durkheim's 
egoistic suicide category can be applied to the child who 
seems alone, friendless, rejected by parents and peers, and 
unable to successfully build interpersonal intimacy. 
Apparently, Durkheim's types of suicide may overlap; the 
adolescent who attempts suicide may be both socially 
isolated and affected by a changing social structure. His 
theory has great explanatory power, enabling an 
understanding of suicide across generations. 
Faber (1975) described Durkheim's theory of suicide by 
suggesting that as hope goes down, suicide goes up. The 
adolescent may acquire the feeling of hopelessness when he 
or she has not learned adequate life skills or achieved the 
competency to deal with threat or stress. Concerned also 
with the social context, Gregory Zilboorg (1981) refined and 
extended Freud's psychodynamic explanations for suicide from 
solely interpsychic dimensions by suggesting that external, 
etiological elements combine with intrapsychic factors in 
generating suicidal proneness. 
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From a medical model perspective, the patient may be 
suffering from symptoms and causes that he or she cannot 
control. For example, some evidence for a biophysiological 
basis for affective depression and suicidal preoccupation 
has been accumulated; however, few investigations into the 
physiological condition have been replicated. 
Interest and research in this area may be fruitful and, 
hopefully, reveal factors that could protect specific 
adolescent groups from suicide (Bunney & Fawcett, cited in 
Lester, 1990). However, while considerable evidence exists 
supporting the biological basis of depression in adultpood, 
research findings are not conclusive with respect to 
establishing a biological basis for adolescent depression 
(Stelton et al., 1991, cited in Petersen et al., 1993). 
Additionally, Strober (1983, cited in Petersen et al., 1993) 
implicates genetics in teenage depression but warns that 
most family studies fail due to the confounding factors of 
genetics and environment. 
Adolescent Development 
In recent years, there has been a heightened awareness 
of the developmental period known as adolescence. Described 
as the period between puberty and adulthood, adolescence is 
frequently marked by insecurity, rebellion, school 
transitions, redefinition of social role, emergence of 
18 
sexuality, leaps in physical and cognitive growth--in short, 
a good deal of struggle (Eccles et al., 1993). Golinko 
(1984) identified the adolescent developmental period as 
occurring between the ages of 12 and 19. He suggested that 
the struggles associated with adolescence can be viewed 
positively, because the struggle to develop one's potential 
"gives life meaning." To support his views, he cited 
Fredrich Douglas's apothegm, "If there is no struggle, there 
is no progress" (Golinko, 1984, p. 751). 
Nevertheless, for many adolescents, the struggle and 
the rapid changes all too often result in the decline of 
academic achievement and in voluntary withdrawal from 
school. According to the Office of Educational Research and 
Improvement, Youth Indicator Report 1988 (Eccles et al., 
1993), between 15% and 30% of adolescents in the United 
States (figures vary depending on ethnic background and 
school dropout rate) experience a downward spiral during 
their junior high school years. This decline was frequently 
predictive of a correlated decrease in academic motivation 
and eventual dropout at the high school level. 
Eccles et al. (1993) posit that the decline in personal 
relationships between teacher and student, which frequently 
occur during the transition to a junior high school or 
middle school, can have negative effects during early 
adolescence, when many youngsters are in need of supportive 
adult relationships. Indeed, they propose a "good stage-
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environment fit" to allow for optimal adolescent development 
(Eccles et al., 1993, p. 98). Specifically, they described 
the benefits of matching the needs of developing young 
people with the structure of the social environment (e.g., 
the schools). Additionally, because they identified a 
similar mismatch commonly occurring between adolescent stage 
and family environment, they called for families to be 
responsive to the developmental needs of adolescents. 
Presuicidal Youth 
The common image of adolescence as a developmental 
period wrought with struggle, stress, self-preoccupation, 
and storminess may have betrayed the research on this age 
period, as a public belief emerged that treatment of 
adolescent difficulties, including depression, was not 
critical. After all, the teenager would eventually outgrow 
these variations from expected behavior (Petersen et al., 
1993). Although most adolescents traverse this 
developmental period without significant psychological 
problems, research during the seventies that followed young 
people with psychological difficulties revealed that these 
youths frequently developed serious psychiatric disorders by 
adulthood (Rutter, Graham, Chadwich, & Yule, 1976, cited in 
Petersen et al., 1993; Weiner & DelGandio, 1976, cited in 
Petersen et al., 1993). 
These studies refuted the notion that depression is a 
normal feature of the passage through adolescence. 
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Accordingly, research involving adolescent depression, risk 
factors, intervention, and prevention have proliferated. 
Sullivan and Engin (1986) investigated the incidence of 
reported depression in regular-education high school 
students. They found that 44% reported some symptoms of 
depression: 18% reported having mild depression; 20% 
moderate depression; and 6% severe depression. Study 
results were supported by the similar findings of Beck 
(1975) and Tevi (1982) who claimed that approximately 6% of 
high school students in regular education report severe 
levels of depression. 
Petersen et al. (1993) reported three categories of 
adolescent depression: (a) depressed mood, described as 
"the presence of sadness for an unidentified period of 
time"; (b) depressive syndrome, explained as "a syndrome of 
complaints" that include both depression and anxiety as well 
as other symptoms such as the need to cry, suspiciousness, 
feelings of worthlessness, ungrounded paranoid-like fears, 
and feelings of guilt and self-consciousness; and (c) 
clinical depression, based on two diagnostic models 
established by the American Psychiatric Association and the 
Psychiatric World Health Organization. 
The diagnosis of clinical depression is based on the 
adolescent's current levels of distress, the severity and 
duration of symptoms, and the risk for increased impairment 
of the adolescent's functioning abilities. Clinical 
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depression is differentiated from the depressed mood and 
depressive syndrome classifications by the additional 
requirement for somatic difficulties such as appetite 
irregularities, psychomotor problems, and difficulties with 
sleep and fatigue. Petersen et al. (1993) reported that 
national epidemiological studies of adolescent depression 
have not been conducted, although studies utilizing the 
previously noted three classifications of adolescent 
depression provide information on rate of depression for 
sampled adolescents. A review of these studies suggest 
conflicting results in rates of depression among various 
ethnic groups but also indicate a dramatic increase in 
depressive diagnoses in adolescence when compared with 
childhood depression rates (Petersen et al., 1993). 
Additionally, high risk for depression has been found to be 
associated with gay and lesbian youths, rural adolescents, 
and female adolescents. 
Interestingly, a wide range of the adolescents sampled 
who experienced a depressive mood, syndrome, or disorder 
reported a co-morbid disorder, including eating disorders, 
anxiety disorders, and disruptive interpersonal functioning 
(Fitzpatrick et al., 1990, cited in Petersen et al., 1993; 
Kovacs, 1990, cited in Petersen et al., 1993; Lester, 1990; 
Kanel, Ravies, & Davies, 1991, cited in Petersen et al., 
1993). These studies seem to suggest that for adolescents, 
a wide range of other disorders co-occur with depression. 
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At question is causation; does depression cause a myriad of 
other disorders, or do other risk factors such as conduct 
disorders or eating disorders leave adolescents more 
vulnerable to depression (Doomey & Coyne, 1990, cited in 
Petersen et al., 1993)? 
Accenting the importance of the research on adolescent 
depression, numerous studies in the literature corroborate 
depression as a leading characteristic or risk factor for 
adolescent suicide. For example, Kazdin et al. (1983, cited 
in Eccles et al., 1993) reported that depression and the 
feeling of hopelessness were correlated with suicidal 
attempts and ideation. Furthermore, research results 
support Beck's (1975) cognitive theory of depression, which 
is based on a triad of negative thoughts about one's self, 
one's future, and one's world. In contrast, Lester, Beck, 
and Mitchell's study (1979), utilizing measures of 
depression and hopelessness in attempted suicides, found 
hopelessness to be more highly correlated with suicidal 
behavior than depression. Although Eyman and Eyman (1991) 
reported that assessment instruments (Rorshach, MMPI, TAT) 
are inconsistent in predicting immediate suicidal risks, the 
researchers suggested that projective test data may be 
useful in describing the ego capacities that predispose a 
person toward suicidal behaviors. 
Finch and Poznanski (cited in Smaby, Peterson, Bergman, 
Zeutner-Bacig, & Swearingen, 1990) found depressive symptoms 
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in 40% of adolescent suicide attempters; they also warned, 
however, that the depressed adolescent frequently displays 
fluctuations in mood so that depressive symptoms can easily 
be missed. Garfunkel, Walker, and Haberman (cited in Smaby 
et al., 1990) studied a data set consisting of 7,000 
adolescent parasuicides (suicide attempters). They found 
that 65% reported moderate to severe depression. Finally, 
Smith (1979) reported a number of signals of adolescent 
suicide, such as sudden changes in eating, sleeping, and 
social activities, particularly those changes that result in 
depression and loneliness (p. 727). Overall, depression 
appears to be a leading risk factor for more serious mental 
health problems, both because of its effect on development 
during the adolescent period and its consequences for adult 
mental status. 
Of particular concern is the alarming evidence linking 
substance abuse and learning disabilities with suicide in 
adolescents. Rates for correlating learning disabilities 
with suicide range from 24.6% (Myers, Burke, & McCauley, 
1981, cited in Davis & Sandoval, 1991) to 50% (Peck, 1985, 
cited in Peck, Farberow, & Litman, 1985). Evidence suggests 
that a particular subtype of learning disability may 
predispose adolescents to greater suicide risk due to 
difficulties linked with learning social judgment, social 
interaction skills, and social perception. Lack of such 
skills may lead to common features of depressed youth, such 
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as withdrawal and a tendency toward isolation (Rouke, Young, 
& Lenaars, cited in Davis & Sandoval, 1991). 
Substance abuse has been well documented as a 
significant correlate of adolescent suicide. Robins (1982, 
cited in Davis & Sandoval, 1991) reported that 15% to 50% of 
suicide completers abuse alcohol, while Porter (1985, cited 
in Poland, 1989) indicates that at least 50% of adolescents 
who attempt or complete suicide are under the influence of 
drugs or alcohol. Furthermore, Kaminer (1992) examined the 
association between adolescent substance abuse and suicidal 
behavior and found substances to be highly correlated with 
adolescent suicide. Indeed, the Office of Technology 
Assessment (OTA) stipulated that model projects for suicide 
prevention include a focus on alcohol abuse for high-risk 
youngsters (Doughtery, 1993). Patros and Shamoo (1989) 
suggested that the use of alcohol and drugs by adolescents 
reduces inhibitions and allows the teenager to express his 
or her other unhappiness and depression through suicidal 
behavior. 
Miller, King, Shain, and Naylor (1992), looking for 
other kinds of suicide indicators, examined the association 
between suicidal behaviors and perceptions of family 
cohesion. Study results suggest that suicidal adolescents 
perceive high levels of parental disengagement and family 
rigidity. If the parents ~re truly disengaged, educators 
and school personnel trained to counsel students (school 
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psychologists, school social workers, and school counselors) 
may be the first professionals to note developing problems 
in student behavior, interpersonal relationships, academic 
performance, and other indicators of stress associated with 
limited coping abilities. 
Changing Role of School-Based Mental Health Professionals 
The mandate of P.L. 94-142, Education of the 
Handicapped Act, 1975 (EHA), and the legislative 
reauthorization of P.L. 101-476, Individuals with 
Educational Disabilities Act (IDEA), 1990, call for greater 
involvement of the nation's schools in the area of students' 
special needs. In turn, the two Acts increase the 
obligation of school personnel to detect and treat students' 
emotional problems. Indeed, counseling personnel in our 
nation's schools have proliferated in response to the 
passage of the EHA/IDEA. Shaw and Goodyear (cited in Humes 
& Hohenshil, 1987) noted that since the legislative 
decisions that led to increased staffing patterns, the 
number of high school psychologists and school social 
workers has swelled, though the number of school counselors 
has remained relatively stable. 
Hummel and Humes (cited in Humes & Hohenshil, 1987) 
pointed out that this growth pattern can be directly 
attributed to the diagnostic requirements set forth in 
EHA/IDEA, whereby the support services considered most 
directly related to special education have grown 
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dramatically. Moreover, according to Kalafat (cited in Coy, 
Cole, Huey, & Sears, 1991), this growth trend will likely 
continue at both elementary and secondary school levels, as 
staff specially trained and qualified to counsel students in 
school systems will be increasingly perceived by community, 
family, and school personnel as primary mental health 
professionals. 
School Psychologists 
A review of the literature indicated that although 
school psychologists have traditionally functioned as 
psychometricians, their role is steadily expanding to 
include counseling and consultation (Hummel & Humes, cited 
in Humes & Hohenshil, 1987; Knott, 1990). EHA/IDEA and 
their accompanying regulations augmented the traditional 
role of school psychologists and delineated the following 
responsibilities: 
1. Administering psychological and educational 
tests and other assessment procedures 
2. Interpreting assessment results 
3. Obtaining, integrating, and interpreting 
information about child behavior and conditions 
relating to learning 
4. Consulting with other staff members in planning 
school programs to meet the special needs of 
children as indicated by psychological tests, 
interviews, and behavioral evaluations 
5. Designing and managing a program of 
psychological services, including psychological 
counseling for children and parents (cited in 
Humes & Hohenshil, 1987). 
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School Social Workers 
As with school psychologists, the contemporary role of 
the school social worker has broadened due to the direct 
influence of the EHA/IDEA. School social workers' services 
as specified by the Acts include the following: 
1. Preparing a social or developmental history for 
a referred child 
2. Providing group and individual counseling with 
the child and family 
3. Working with those problems in a child's living 
situation (home, school, and community) that 
affect the child's adjustment in school 
4. Mobilizing school and community resources to 
enable the child to receive maximum benefit from 
his or her educational program (cited in Humes & 
Hohenshil, 1987). 
Accordingly, social work training programs no longer rely on 
casework and home visitation as a primary focus; now, as 
noted by the National Association for Social Workers, 
counseling and psychotherapy are also stressed (cited in 
Humes & Hohenshil, 1987). 
School Counselors 
While EHA/IDEA have precipitated numerous changes for 
school psychologists and school social workers in terms of 
staffing patterns and a broadened role, school counselors 
are only briefly mentioned in the Acts' regulations. 
Traditionally, according to Tolbert (cited in Humes & 
Hohenshil, 1987), the school counselor has been described as 
one whose role is "serving the developmental needs of all 
pupili. 11 Historically, the roles of the school counselor 
and teacher have been linked. Indeed, many debate th 
merits of the long-standing requirement that school 
counselors must have teaching experience before they can 
become certified counselors (Coy et al., 1991). However, 
more recently, although not addressed or specified in the 
EHA/IDEA regulations, administrators and parents 
increasingly perceive school counselors as appropriate 
school personnel to handle crises related to mental health 
issues (Kalafat, cited in Coy et al., 1991). According to 
Tennyson, Miller, Skouholth, and Williams (cited in Coy et 
al., 1991), this recent role expansion has impacted on 
school counselors' training programs: Counselors must now be 
prepared to handle student needs stemming from a variety of 
social problems. 
Crisis Intervention Training Programs 
for School-Based Mental Health Professionals 
Clearly, the counseling responsibilities and functions 
of school psychologists and school social workers as 
delineated by the EHA/IDEA correspond with recent changes in 
the social/mental health problems of our nation's school 
children. In fact, the counseling disciplines now have much 
in common. In particular, counseling personnel now often 
take responsibility for primary mental he0alth prevention 
efforts and crisis interventions. But differences certainly 
remain between the required training and curricula of the 
three specialties. For example, each profession's set of 
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tools, devised from school board policies, administrative 
directives, and parental expectations differ. As a result, 
each of the three school counseling professionals can play a 
strategic role in effective crisis intervention if each is 
trained to identify, prevent, and intervene in adolescent 
depression and suicidality. 
Unfortunately, training is often inadequate. Sullivan 
and Engin (1986) indicated, for example, that mental 
retardation is present in about 10% of high school students, 
while moderate depression can be detected in about 20%. In 
contrast, while university training programs for school 
social workers and psychologists frequently have one or more 
courses designed to understand/assess mental retardation, 
few or none offer entire courses on adolescent depression. 
Consequently, it is only logical that researchers find few 
school counseling professionals who have access to such 
training. Indeed, Wise, Smead, and Huebner (1987) reported 
results of a national survey of 500 practicing school 
psychologists regarding crisis interventions. They found 
that school psychologists considered themselves to be 
inadequately trained to respond to one of every three crisis 
events presented to them. 
It is well documented that school staffs, for a myriad 
of reasons, are increasingly perceived by students, parents, 
school administrators, community agencies, and legislators 
as primary providers for the delivery of student mental 
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health services (Kalafat, cited in Coy et al., 1991). Thus, 
at the present time, school psychologists, school social 
workers, and school counselors share a unique and critical 
role in designing and implementing interventions for 
students in crisis. In turn, it seems prudent to assess the 
current "state of the art" of school psychologists, school 
counselors, and school social workers with respect to this 
expanded role. The study described in the pages that follow 
takes on this complex assignment. 
CHAPTER III 
METHOD 
Hypotheses 
The following null hypotheses were tested: 
HOl--There will be no significant differences in the 
case study evaluation scores between the school-based mental 
health professional groups (school psychologists, school 
social workers, and school counselors) and the team of 
experts. 
H02--There will be no significant differences in the 
case study evaluation scores across school-based mental 
health professional groups (school psychologists, school 
social workers, and school counselors). 
H03--There will be no significant differences in the 
case study evaluation scores across the case studies. 
H04--There will be no significant differences in the 
clinical impression scores between the school-based mental 
health professional groups (school psychologists, school 
social workers, and school counselors) and the team of 
experts. 
HOS--There will be no significant differences in the 
clinical impression scores across school-based mental health 
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professional groups (school psychologists, school social 
workers, and school counselors). 
Subjects 
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A group of 135 school-certified and practicing school-
based mental health professionals, composed of school 
psychologists (n=45), school social workers (n=45), and 
school counselors (n=45), employed in Illinois school 
districts were asked to participate as volunteers in the 
investigation. School districts drawn from included middle 
school (grades 5-8), junior high schools (grades 7-8), and 
secondary schools. The sample included master's-, Ed.D-, 
and Ph.D-level school psychologists, social workers, and 
counselors. 
Volunteers were recruited during meetings of 
professional organizations and through personal contacts 
with administrators of school-based mental health 
professional groups. Each volunteer received a research 
packet, including six case study vignettes and 
questionnaires (described in detail below), which they were 
asked to complete and return to the researcher by a 
specified date (see letter 1, Appendix A). In addition, 
systematic recruitment efforts were made by random mailings 
to members of school-based mental health professional 
organizations when the personally recruited subjects chose 
not to return their research packet (see letter 2, Appendix 
A). 
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A total of 72 research packets were returned. One 
packet arrived after results were analyzed, two packets were 
returned not completed, and one packet was only partially 
completed. Therefore, the school-based mental health 
professional subjects participating in this study numbered 
68 (22 school psychologists, 23 school social workers, and 
23 school counselors). Fifty-nine subjects were recruited 
through professional organizations and administrative-
personal contacts. Two school psychologists, two school 
social workers, and five school counselors were recruited 
through the random recruitment letter procedure. 
Preparation of the Stimulus Materials 
and Development of the Instrumentation 
A team of nine certified school psychologists and 
school social workers practicing in two large suburban 
school systems selected six case studies describing high 
school students in various stages of crisis from a pool of 
eighteen vignettes provided by the researcher. The team did 
not choose the six vignettes randomly; rather, they were 
instructed to deliberately select vignettes that represented 
a continuum of suicide-potential factors. The rationale for 
this selection process was to provide case histories with 
varying degrees of suicidal risk. 
At the next stage, a group of six experts with advanced 
degrees in social work, school counseling, school 
psychology, or clinical psychology and eight to twenty years 
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of experience functioning as crisis team members within a 
school system or psychiatric hospital were divided into two 
teams. The first group (the instrument development group) 
was asked to evaluate each of the six case study vignettes 
selected previously by the nine school professionals and to 
recommend intervention strategies. The instrument 
development group also was requested to assist with the 
development of a questionnaire form. This form consisted of 
two parts (the Case Study Evaluation Scale and the Clinical 
Impression Scale). The instrument development group members 
began by developing the scales independently and then 
participated in a group process in which they reached 
consensus. 
Part one of the questionnaire, Case Study Evaluation 
Scale (CSES), lists a number of intervention alternatives 
judged by the instrument development group to be appropriate 
for high school students experiencing a crisis (see Appendix 
B). Part two, Clinical Impression Scale (CIS), was designed 
by the instrument development group to identify factors/ 
characteristics considered to be of importance in devising 
intervention recommendations for students in crisis (see 
Appendix B). Such features include the status of the 
student's social support system, current life stressors, 
family relationships, level of depression, presence of 
hopelessness, level of self-esteem, substance abuse 
disorders, prior suicide attempts, and possible suicide 
plan. 
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When both instruments were complete, the next step was 
to present the vignettes and questionnaires to a pilot study 
group. The pilot population consisted of one school 
psychologist, one school social worker, and one school 
counselor. The overall purpose of the pilot was to (a) 
pretest the CSES and CIS instruments and (b) determine the 
relevance of the questionnaire data and the adequacy of the 
instruments to gather necessary data. 
The pilot participants' evaluations of the instruments 
were instructive and resulted in a number of mechanical 
changes. First, the instruction sheet was revised to 
clarify the rating procedure. Second, the yes/no option 
regarding the need for intervention was printed on the last 
page of each vignette rather than on the questionnaire. 
Third, the CSES and CIS were revised to offer four choices 
rather than five on the continuum ranging from most to least 
appropriate intervention option or clinical feature. The 
intent with this revision was to force the subjects' choice. 
Finally, a CSES and a CIS questionnaire were attached to 
each vignette rather than being presented in a separate 
packet (one packet of six vignettes and one packet of 
questionnaires). Appendix C contains a sample of the packet 
that was sent to each subject. 
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The data collected from the pilot study appeared to be 
conceptually adequate and sensitive to addressing the 
research questions at hand. Thus, after revisions were 
completed, the case study vignettes and questionnaires were 
presented to the team of experts and to a sample of 135 
school psychologists, social workers, and counselors. In 
order to control for bias, the order of vignette 
presentation (1 through 6) was randomly varied. 
The questionnaires were designed to obtain quantitative 
measures of proposed intervention strategies based on 
subjects' rankings of intervention alternatives from the 
most appropriate to the least appropriate. They were also 
designed to measure the extent to which clinical 
impressions/judgments bear on intervention decision making 
and, in turn, to compare the school professionals' CSES and 
CIS scores with those of the team of experts. The intent 
was to address some of the shortcomings researchers have 
found in other suicide-potential rating scales. For 
example, the utility of various empirically devised suicide-
potential rating scales have been debated by a number of 
suicidologists (Litman, Farberow, Wold, & Brown, 1974, cited 
in Davis & Sandoval, 1991; Maltsberger, 1988; Motto, 1991). 
In question is the usefulness of interventions generated by 
instruments that rate suicide potential as compared to 
interventions generated by clinical impression/professional 
subjective judgment (Stelmachers & Sherman, 1990). 
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Crespi (1990) noted that school-based mental health 
professionals may have the opportunity to "circumvent -a 
tragedy" if they are skilled with interview and counseling 
techniques, as evidence suggests that many "successful 
suicides spoke to teachers or professionals (school) shortly 
before death." Motto (1991, p. 77) also underscores the 
importance of subjective judgment made by a trained 
professional. He describes his Suicide Risk Assessment 
Scale as one that is intended as a supplement to clinical 
judgment. He goes on to suggest that if "objective measures 
of risk" are not consistent with clinical judgment, "the 
subjective judgment deserves precedence." 
While suicide-potential ranking models are numerous, 
little is reported in suicidological literature regarding 
which aspects of case histories determine school-based 
mental health professionals' intervention decisions. Thus, 
impetus for this investigation's Clinical Impression Scale 
has three sources: (a) the current lack of such data, (b) 
the reported dissatisfaction with the clinical utility of 
most suicide-potential rating scales presently used by many 
secondary and junior high school personnel, and (c) the 
practical problems involved with administration of rating 
scales to students in crisis. The Clinical Impression Scale 
used here is based on the study of factors/characteristics 
from student case studies that reportedly contribute to 
school-based mental health professionals' intervention 
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strategies. Only after the instrument development group 
achieved consensus for both the Case Study Evaluation-Scale 
and the Clinical Impression Scale were the case studies 
systematically presented to a pilot study group, and, in 
turn, to the subjects. 
Design and Statistical Analysis 
Overall Analytic Paradigm 
Case Study Vignettes 
Xia Xib Xie Xia Xie xlf 
Type of X2a 
Professional X2b 
Group X2c 
Independent variables: Xia-Xlf Case study vignettes 
Dependent variables: Yl 
Type of professional groups 
(school psychologist, school 
social worker, school 
counselor) 
Case Study Evaluation scores 
(CSES) 
Y2 Clinical Impression scores 
(CIS) 
The data sets were analyzed utilizing an analysis of 
variance procedures for repeated measures in an attempt to 
test for similarities and differences on the dependent 
variable measures across groups. 
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CHAPTER IV 
RESULTS 
As noted earlier, this dissertation research project 
was designed to investigate the crisis intervention 
decisions of three groups of school-based mental health 
professionals. Study sample participants were asked to 
systematically review six vignettes detailing various 
student crisis situations. After a review of each vignette, 
each participant responded to questionnaires that were 
crafted to assess the characteristics of students in crisis 
that might influence an intervention recommendation. In 
addition to examining the crisis intervention decisions of 
the professional groups, a central aspect of this study was 
to compare the professional groups' conclusions with the 
responses of a team of expert crisis interventionists to the 
same student case study vignettes. 
The study sample consisted of 68 subjects: 22 school 
psychologists (S.P.s), 23 school social workers (S.S.W.s), 
and 23 school counselors (S.C.s). In addition, a comparison 
group, a team of expert crisis interventionists participated 
in this research project. Group demographic data for those 
participating in the study can be found in Table 1. 
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Table 1 
Demographic Data by Group 
School School School Raw 
Psychologists Social Counselors Experts Total 
Workers 
n % n % n % n % n % 
Gender 
Male 9 40.9 7 30.4 13 56.5 2 66.7 31 43.7 
Female 13 59.1 16 69.5 10 43.5 1 33.3 40 56.3 
Total 22 100.0 23 100.0 23 100.0 3 100.0 71 100.0 
Ethnic Group 
African 
American 1 4.5 1 4.3 3 13.0 1 33.3 6 8.5 
Cauca-
sian 21 95.5 22 95.7 20 87.0 2 66.6 65 91. 5 
Other 0 0 0 0 0 0 0 0 0 0 
Total 22 100.0 23 100.0 23 100.0 3 100.0 71 100.0 
Years of Practice 
1-3 
years 2 9.1 4 17.4 3 13.0 9 12.7 
4-7 
years 2 8.7 2 8.7 4 5.6 
8+ years 20 90.9 17 73.9 18 78.3 3 100.0 58 81.7 
Highest Level of Training 
BA 1 4.3 1 4.3 2 2.8 
MA 18 81. 8 20 87.0 21 91. 3 59 83.1 
Ph.D. 4 18.2 2 8.7 1 4.3 3 100.0 10 14.1 
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Table 1 (continued) 
School School School Raw 
Psychologists Social Counselors Experts Total 
Workers 
n % n % n % n % n % 
Primary Population Served 
Middle 
/Junior 11 50.0 14 60.9 1 4.3 26 36.6 
High 
School 11 50.0 9 39.1 22 95.7 2 66.7 44 62.0 
Other 1 33.3 1 1.4 
School District Employed 
Chicago 
Public 2 9.1 3 13.0 5 7.0 
Suburban 20 90.9 23 100.0 20 87.0 63 88.7 
Other 
(private) -- 3 100.0 3 4.2 
Two dependent measures were utilized in the study (the Case 
Study Evaluation Scale (CSES) and the Clinical Impression 
Scale (CIS)). Results related to testing the null the 
hypotheses based on the Case Study Evaluation Scale (HOl, 
HO2, and HO3) will be presented first. Then, results 
related to testing the null hypotheses based on the Clinical 
Impression Scale (HO4 and HOS) will be detailed. 
Results Related to the CSES 
The Case Study Evaluation Scale was the first 
questionnaire developed (see Appendix B). Its purpose was 
to provide a measure that would detect differences in the 
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case study evaluations between and among the three 
professional groups and the team of experts. The nine· CSES 
dependent measures and crisis-intervention options are 
listed in Table 2. 
Table 2 
Case Study Evaluation Scale (CSES) Options 
Crisis Intervention Options 
1. Propose short-term counseling for student by school 
psychologist/school social worker. 
2. Schedule parent conference. 
3. Suggest parent seek outpatient therapy. 
4. Make referral to DCFS. 
5. Suggest parent seek psychiatric evaluation. 
6. Suggest parent accept referral to a substance abuse 
counselor. 
7. Suggest student accept referral to peer mediation. 
8. Suggest student accept referral to a peer listener. 
9. File a truancy petition. 
Study participants were asked to assign each crisis 
intervention option a score ranging from 1 to 4, with 1 
indicating maximum appropriateness. The means and standard 
deviation for the three school-based mental health 
professional groups and the team of experts are presented in 
Table 3. 
Table 3 
Means and Standard Deviations of Case Study Evaluation· 
Scores for Intervention Options 
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Options S.P. (n=22) S.S.W(n=23) S.C. (n=23) Exp. (n=3) 
mean SD mean SD mean SD mean SD 
Vignette 1 
1 2.000 1.154 1.521 .898 1.521 .994 1.000 .000 
2 1. 591 .959 1. 608 1.076 1.652 .934 1. 000 .000 
3 2.000 1.112 1. 782 .951 2.782 1.126 1. 666 1.154 
4 3.863 .4674 .000 .000 3.913 .288 4.000 .000 
5 2.681 1.120 2.434 1.199 2.652 1. 265 4.000 .000 
6 3.681 .567 3.913 .288 3.782 .518 4.000 .000 
7 3.590 .796 3.956 .208 3.608 .722 4.000 .000 
8 2.954 1.045 3.217 .850 2.739 1.176 2.000 1. 000 
9 4.000 .000 4.000 .000 3.956 .208 4.000 .000 
Vignette 2 
1 1. 954 1. 252 1. 347 .714 1. 652 1.191 2.000 1. 732 
2 1. 318 .779 1.173 .491 2.043 1.147 1. 000 .000 
3 1. 909 1.065 1. 652 1.027 2.260 1.214 1. 000 .000 
4 2.590 1. 259 3.260 .915 3.000 1.087 3.667 .557 
5 2.409 1. 259 2.652 1.191 3.130 1.013 1.333 .577 
6 2.636 1. 364 3.304 1.019 2.869 1. 290 1. 333 .577 
7 3.136 1.206 3.826 .491 3.347 .884 4.000 .000 
8 2.454 1.184 3.000 1.087 2.470 1. 274 3.333 1.154 
9 4.000 .000 4.000 .000 3.826 .650 4.000 .000 
Vignette 3 
1 1. 590 1.007 1. 695 1.063 1. 695 1.063 1. 666 1.154 
2 1.454 .962 1.391 .891 1. 695 1.063 1. 333 .577 
3 1. 545 .912 1. 652 1. 027 1.869 1.217 1. 000 .000 
4 2.818 1.332 3.000 1.243 2.956 1.223 2.666 1. 527 
5 1.772 1.192 2.434 1.342 2.652 1.152 1.333 .577 
6 3.681 .567 3.620 1.053 3.478 .790 3.666 .577 
7 3.772 .428 3.956 .208 3.782 .735 4.000 .000 
8 2.727 1.162 3.000 1. 087 2.956 1. 296 3.333 1.154 
9 4.000 .000 4.000 .000 4.000 .000 4.000 .000 
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Table 3 (continued) 
O2tions S.P. (n=22) S.S.W(n=23) S.C. (n=23) Exp. (n=3) 
mean SD mean SD mean SD mean SD 
Vignette 4 
1 1.954 1.252 1. 391 .656 1. 651 1. 070 1.000 .000 
2 1.409 1.053 1.000 .000 1.478 1.081 1.000 .000 
3 3.181 1.006 2.695 1.105 3.2600 .963 2.666 1.527 
4 3.590 .854 3.204 .822 3.826 .491 3.000 .000 
5 3.818 .394 3 652 .572 3.782 .599 4.000 .000 
6 3.863 .639 3.826 .650 4.000 .000 4.000 .000 
7 3.681 .716 3.913 .288 3.782 .518 4.000 .000 
8 2.454 1.184 2.826 .984 2.826 1.230 2.000 1.732 
9 3.909 .426 4.000 .000 4.000 .000 4.000 .000 
Vignette 5 
1 1. 636 .953 1. 565 .727 1. 826 1.114 1.000 .000 
2 1.045 .213 1.043 .208 1. 434 .843 1. 000 .000 
3 1. 909 1.191 1. 739 1.053 2.304 1.184 2.000 1.732 
4 3.954 .213 3.956 .208 3.913 .288 4.000 .000 
5 3.045 1.174 3.000 1.044 3.250 1.009 3.000 1.732 
6 1.727 1.162 1.782 1.166 1.913 1.240 1.000 .000 
7 3.227 .972 3.739 .619 3.695 .558 3.666 .577 
8 2.545 1.101 2.608 1.076 2.608 1.269 2.333 1.527 
9 3.772 .528 3.739 .540 3.695 .764 3.333 1.154 
Vignette 6 
1 1. 545 .911 1. 608 .940 1. 739 1. 214 1.000 .000 
2 1. 545 .800 1. 739 1. 096 1.913 1.164 1.000 .000 
3 2.000 1. 069 2.000 1.206 2.304 1.145 1. 333 .577 
4 1.181 .664 1.000 .000 1. 260 .751 1.000 .000 
5 3.136 1.082 3.304 .974 3.087 .996 2.666 .577 
6 3.818 .394 3.304 1.019 3.434 .895 4.000 .000 
7 3.636 .789 4.000 .000 3.782 .518 4.000 .000 
8 2.818 1. 097 2.782 1.166 3.000 1. 279 2.666 1.154 
9 3.863 .639 4.000 .000 3.956 .208 4.000 .000 
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The independent variables used to analyze the Case 
Study Evaluation Scores were the six case study vignettes 
and the type of professional group. To test the first null 
hypothesis, 95% confidence intervals for the mean difference 
between the professionals and the mean score of the experts 
were constructed for each professional group using the 
standard SPSS procedure. The second null hypothesis was 
tested by performing a multivariate F-test of significance 
with repeated measures on the Case Study Evaluation Scale 
difference scores (this procedure is explained below). The 
repeated factor was the vignette (six levels), and the 
grouping factor was professional group (three levels). To 
test the third null hypothesis, profiles of the mean of the 
difference scores on the CSES were constructed for each 
vignette across the three professional groups. 
Results Related to Testing Null Hypothesis One 
The first null hypothesis states that there will be no 
significant differences in case study evaluation scores 
between the school-based mental health professional groups 
(school psychologists, school social workers, and school 
counselors) and the team of experts. 
For each option of the CSES, a difference score was 
computed by subtracting the mean score of the team of 
experts from the score of each professional group on each of 
these six vignettes. The difference scores are presented in 
Table 4. 
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Table 4 
Means and Standard Deviations for the Difference Scores of 
the CSES Options Across Groups and Across Vignettes 
S.P. s.s.w. s.c. 
Vignette Mean SD Mean SD Mean SD 
Option 1 
1 1.00 1.155 .52 .891 .52 .994 
2 -0.05 1.253 -0.65 .714 -0.351 .191 
3 -0.08 1.008 .03 1.063 .031 .020 
4 .96 1.253 .39 .656 .651 .071 
5 .64 .953 .57 .728 .821 .114 
6 .55 .912 .61 .941 .741 .214 
Option 2 
1 .59 .959 .61 1.076 .65 .935 
2 .34 .780 .17 .491 1. 04 1.147 
3 .13 .963 .06 .891 .37 1.063 
4 .41 1.054 .00 .000 .48 1.082 
5 .05 .213 .04 .209 .49 .843 
6 .55 .800 .74 1. 096 .91 1.164 
Option 3 
1 .33 1.113 .11 .951 1.11 1.126 
2 .91 1.065 .65 1.027 1. 26 1.214 
3 .55 .912 .65 1. 027 .87 1.217 
4 .51 1.006 .03 1.105 .59 .964 
5 -0.09 1.192 -0.26 1. 054 .30 1.185 
6 .671 .069 .67 1. 206 .97 1.146 
Option 4 
1 -0.14 .468 .00 .000 -0.09 .288 
2 -1.17 1. 260 -0.50 .915 -0.76 1. 087 
3 .15 1.332 .33 1. 243 .29 1.224 
4 .59 .854 .30 .822 .83 .491 
5 -0.05 .213 -0.04 .209 -0.09 .288 
6 .18 .664 .00 .000 .26 .752 
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Table 4 (continued) 
S.P. s.s.w. s.c. 
Vignette Mean SD Mean SD Mean SD 
Option 5 
1 1. 32 1. 211 1. 56 1.199 -1. 35 1. 265 
2 1. 80 1. 260 1.32 1.191 1. 80 1.014 
3 .441 .193 1.11 1. 343 1. 32 1.152 
4 -0.18 .395 -0.35 .573 -0.22 .600 
5 .051 .174 .001 .044 .261 .010 
6 .471 .082 .63 .974 .42 .996 
Option 6 
1 -0.32 .568 -0.09 .288 -0.22 .518 
2 1. 31 1. 364 1. 97 1.028 1. 54 1. 290 
3 .01 .568 -0.41 1.054 -0.19 .790 
4 -0.14 .640 -0.17 .650 .00 .000 
5 .73 1.162 .78 1.166 .91 1.240 
6 -0.18 .395 -0.70 1.020 -0.57 .896 
Option 7 
1 -0.41 .796 -0.04 .209 -0.39 .722 
2 -0.86 1. 207 -0.17 .491 -0.65 .885 
3 -0.23 .429 -0.04 .209 -0.22 .507 
4 -0.32 .716 -0.09 .288 -0.22 .518 
5 -0.44 .973 .07 .619 .03 .559 
6 -0.36 .790 .00 .000 -0.22 .518 
Option 8 
1 .961 .046 1. 22 .850 .741 .176 
2 -0.881 .184 -0.331 .087 -0.851 .275 
3 -0.601 .162 -0.331 .087 -0.371 .296 
4 .461 .184 .83 .984 .831 .230 
5 .221 .011 .281 .076 .261 .109 
6 .151 .097 .111 .166 .331 .279 
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Table 4 (continued) 
S.P. s.s.w. s.c. 
Vignette Mean SD Mean SD Mean SD 
Option 9 
1 .00 .000 .00 .000 -0.04 .309 
2 .00 .000 .00 .000 -0.17 .650 
3 .00 .000 .00 .000 .00 .000 
4 -0.09 .426 .00 .000 .00 .000 
5 .44 .528 .41 .541 .37 .765 
6 -0.14 .640 .00 .000 -0.04 .209 
The 95% confidence intervals for the difference scores of 
each professional group across the six vignettes are 
presented in Table 5. 
Table 5 
95% Confidence Intervals for the Difference Scores of the 
CSES Options Across Groups and Across Vignettes 
S.P. s.s.w. s.c. 
Vignette 
Option 1 
1 .49, 1. 51 .13, .91 • 09 I .95 
2 -0.60, .51* -0.96, -0.34 -0.86, .17* 
3 -0.53, .37* -0.43, .49* -0.42, .47* 
4 .40, 1.51 .11, .68 .19, 1.12 
5 .21, 1.06 . 25, .88 .34, 1.31 
6 .14, .95 . 20, 1. 02 .21, 1.26 
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Table 5 (continued) 
S.P. s.s.w. s.c. 
Vignette 
Option 2 
1 .17, 1. 02 .14, 1.07 .25, 1.06 
2 -0.03, .66* -0.04, .39* .55, 1. 54 
3 -0.30, .55* -0.32, .45* -0.09, .83* 
4 -0.06, .88* .00, .00* .01, .95 
5 -0.05, .14* -0.05, .13* .07, .80 
6 .19, .90 .27, 1. 21 .41, 1.42 
Option 3 
1 -0.16, .82* -0.30, .52* .63, 1. 60 
2 .44, 1. 38 .21, 1.10 .74, 1. 79 
3 .14, .95 .21, 1.10 . 34, 1.40 
4 .07 .96 .45, .50 .17, 1. 01 
5 .62, .44 -0.72, .20* -0.21, .82* 
6 . 20, 1.14 .15, 1.19 • 4 8 t 1.47 
Option 4 
1 -0.34, .07* .00, .00* .21, .04 
2 -1.72, -0.61 -0.90, -0.10 -1.23, -0.29 
3 -0.44, .74* -0.21, .87* -0.24, .82* 
4 .21, .97 -0.05, .66* . 61, 1. 04 
5 -0.14, .05* -0.13, .05* -0.21, .04* 
6 -0.11, .47* • 00 t .00* -0.06, .59* 
Option 5 
1 -1.86, -0.78 -2.08, -1.05 -1.90, -0.80 
2 . 52, 1. 64 . 81, 1. 84 1.36, 2.24 
3 -0.09, .97* .52, 1. 69 . 82, 1. 82 
4 -0.36, -0.01 -0.60, -0.10 -0.48, .04* 
5 -0.48, .57* -0.45, .45* -0.18, .70* 
6 -0.01, .95* .21, 1.06 -0.01, .84* 
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Table 5 (continued) 
S.P. s.s.w. s.c. 
Vignette 
Option 6 
1 -0.57, -0.07 -0.21, .04* -0.44, .01* 
2 .70, 1. 91 1.53, 2.42 .98, 2.10 
3 -0.24, .26* -0.87, .05* -0.53, .15* 
4 -0.42, .15* -0.46, .11* • 00 t .00* 
5 .21, 1. 24 .28, 1. 29 .38, 1. 45 
6 -0.36, -0.01 -1.14, -0.26 -0.95, -0.18 
Option 7 
1 -0.76, -0.06 -0.13, .05* -0.70, -0.08 
2 -1.40, -0.33 -0.39, .04* -1. 04, -0.27 
3 -0.42 -0.04 -0.13, .04* -0.54, .10* 
4 -0.64, 0.00* -0.21, .04* -0.44, .01* 
5 -0.87, -0.01 -0.20, .34* -0.22, .27* 
6 -0.71, -0.01 .00, .00* -0.44, .01* 
Option 8 
1 . 49, 1.42 .85, 1. 59 .23, 1. 25 
2 -1.40, -0.35 -0.80, .14* -1.40, -0.30 
3 -1.12, -0.09 -0.80, .14* -0.93, .19* 
4 -0.07, .98* . 40, 1.25 .29, 1. 36 
5 -0.23, .66* -0.19, .74* -0.27, .83* 
6 -0.34, .64* -0.39, .62* -0.22, .88* 
Option 9 
1 • 00 t .00* • 00 t .00* -0.13, .05* 
2 • 00 t .00* • 00 t .00* -0.46, .11* 
3 .00, .00* • 00 t .00* • 00 t .00* 
4 -0.28, .10* .00, .00* • 00 t .00* 
5 .21, .68 .18, .64 .04, .70 
6 -0.42, .15* • 00 t .00* -0.13, .05* 
*contains zero 
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Since there were six vignettes, three professional 
groups, and nine options in the CSES, 162 confidence 
intervals were constructed. If a confidence interval 
contained zero, this would support the null hypothesis that 
there is no difference in the CSES scores between the 
professional groups and the team of experts for that 
particular option in that vignette. As noted in Table 5, of 
the 162 95% confidence intervals, 81 contained a zero value. 
Given these findings, the results indicate that the team of 
experts agreed with the professional groups' CSES ratings 
50% of the time. Table 6 contains a cross-classification of 
the number of agreements on the CSE options between the 
three professional groups and the team of experts. 
Table 6 
Number of Agreements on the CSES Options Between the 
Professionals and the Team of Experts Across Groups and 
Across Options 
(n=162 95% Confidence Intervals) 
Option S.P. s.s.w. s.c. Totals 
1 2 1 2 5 
2 4 4 1 9 
3 1 2 1 4 
4 4 5 3 12 
5 3 1 3 7 
6 2 3 3 8 
7 1 6 4 11 
8 3 4 3 10 
9 5 5 5 15 
Total: 25 31 25 81 
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The information presented in Table 6 is intended to 
provide added insight into levels of agreement between. the 
three professional groups and the experts on the CSES Crisis 
Intervention Options. Significant differences in responses 
were found between the three professional groups and the 
experts. Based on these findings, the first null hypothesis 
was clearly rejected. 
Results Relating to Testing Null Hypothesis Two 
The second null hypothesis states that there will be no 
significant differences in case study evaluation scores 
across school-based mental health professional groups 
(school psychologists, school social workers, and school 
counselors). 
A multivariate test of significance with repeated 
measures was conducted on the CSES difference scores. The 
grouping factor was the professional group (school 
psychologists, school social workers, and school 
counselors), and the repeated measures factors were the six 
levels of severity of the vignettes. Table 7 contains the 
Wilks Lambda Values, F-values, and p-value levels of 
significance for the vector means of the nine options of the 
Case Study Evaluation Scale. 
Table 7 
MANOVA Dependent Variable CSES Difference Scores Across 
Professional Groups and Across Vignettes 
Factor 
Group 
Vignette 
Group X Vignette 
Wilks Lambda 
.632 
.016 
.086 
* significant at the .05 level 
F 
1.63 
28.89 
1.12 
df 
18,114 
45,21 
90,42 
p 
.063 
.000* 
.347 
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The Group X Vignette interaction factor (F = 1.12, p = 
.347) was not found to be significant at the .05 level of 
significance. This indicates that group effects were 
consistent across vignettes for the vector means of the Case 
Study Evaluation Scale. Table 8 contains the F-values and 
significance levels (p-values) for the nine univariate F-
tests on the nine CSES options, with professional groups 
used as the grouping factor. 
Of the nine univariate F-tests appearing in Table 8, 
only three (options 2, 3, and 7) were found to be 
significant at the .05 level of significance. Overall, the 
results in Tables 7 and 8 support the null hypothesis that 
there are no significant differences in the CSES scores 
across the professional groups (F = 1.63, p = .063). Given 
these results, it was not possible to reject the second null 
hypothesis. 
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Table 8 
ANOVA Univariate F-tests. CSES 
(Univariate F-tests Dependent Variable: Case Study 
Evaluation scale (CSES) Difference Scores; Grouping Factor: 
Professional Groups) 
Options F p 
1 0.92 .404 
2 3.31 .043* 
3 4.79 .011* 
4 0.67 .516 
5 1.33 .273 
6 0.01 .991 
7 5.22 .008* 
8 0.56 .574 
9 0.81 .447 
Note: Univariate F-tests with (2,65) df. 
* significant at the .05 level 
Results Relating to Testing Null Hypothesis Three 
The third null hypothesis states that there will be no 
significant differences in case study evaluation scores 
across the case studies. 
As noted earlier, the case study vignettes were 
purposely chosen to represent varying levels of risk. 
Therefore, one would expect to find differences on the CSES 
difference scores across the vignettes. The results of the 
MANOVA displayed in Table 7 indicate significant differences 
across the vignettes (F = 28.89, p = .000). In an effort to 
provide additional insight into these differences, the mean 
difference scores on the CSES (see Table 4) were used to 
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construct profiles for the six vignettes across the three 
professional groups (see Appendix D). Examination of these 
profiles (1 to 6) clearly documents the variance between the 
CSES difference scores across the vignettes. Given these 
findings, the third null hypothesis was rejected. 
Results Related to the Clinical Impression Scale 
The Clinical Impression Scale (CIS) was presented to 
all participants as a second questionnaire (see Appendix B) 
It was designed to identify factors/characteristics 
considered to be important in devising intervention 
recommendations. The dependent variables employed for the 
CIS were the scores (ratings) for the factors/ 
characteristics options. Study participants were asked to 
assign each clinical impression option a score ranging from 
1 to 4 with 1 indicating maximum importance. It should be 
noted that it was necessary to collapse the 17 items of the 
CIS into seven subsets in order to simplify the multivariate 
analysis of the data set. The subset groups were 
categorized using the following descriptors: Subset 1--
Injurious to self; Subset 2--Abuse of substance; Subset 3--
Support systems; Subset 4--Emotional state; Subset 5--Sexual 
identity; Subset 6--Perceived amount of loss; and Subset 7--
Precipitating event. Table 9 lists the seventeen options 
and the seven subsets designed to encompass the seven major 
descriptors on the CIS. 
Table 9 
Clinical Impression Options by Subset 
Subset 1: 
Subset 2: 
Subset 3: 
Subset 4: 
Subset 5: 
Subset 6: 
Subset 7: 
Options 
Dangerous to self 
Previous suicide 
Presence of substance abuse 
Presence/absence of family support 
Presence/absence of peer support 
Presence/absence of other resources 
Mental status 
Coping ability 
Stress level 
Self-esteem level 
Depression level 
Hopelessness level 
Helplessness level 
Anxiety level 
Sexual identity 
Assessed amount of loss 
Report of precipitating event 
(1) 
(2) 
(3) 
( 4) 
( 5) 
(6) 
( 7) 
( 8) 
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( 9) 
(10) 
( 11) 
(12) 
(13) 
(14) 
(15) 
(16) 
(17) 
The CIS options, mean scores, and standard deviations 
for the three professional groups and the team of experts 
are presented in Table 10. 
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Table 10 
Means and Standard Deviations of Clinical Impression Scores 
for Factor/Feature Options 
S.P.s S.S.W.s S.C.s Experts 
Vignette 1 
Option Mean SD Mean SD Mean SD Mean SD 
1 1.590 .854 1.434 .895 1.910 .949 2.000 1.000 
2 2.409 1. 333 2.260 1. 286 2.913 1.124 4.000 .000 
3 2.772 1.109 2.826 1.072 3.521 .730 4.000 .000 
4 1.727 .882 1. 565 .787 1. 695 .875 1. 666 .577 
5 1. 590 .854 1. 391 .891 1. 652 .982 1. 333 .577 
6 2.090 1.019 1. 826 1.114 1.956 1.065 2.666 1. 527 
7 2.409 1.221 1. 739 .915 1.782 .998 2.333 1.527 
8 1.772 1.066 1. 608 .891 2.000 .953 1. 666 1.154 
9 2.045 .950 1. 652 .884 2.173 .886 1. 666 .577 
10 1. 636 .953 1. 391 .891 1.434 .727 1. 333 .577 
11 1. 636 .953 1.173 .650 1.782 1.126 1. 666 1.154 
12 2.090 1.08 1. 521 .947 2.260 .915 1. 666 1.154 
13 2.363 1.048 1.782 1.126 2.304 .974 1. 666 1.154 
14 2.681 1. 086 2.000 1. 000 2.304 .974 2.666 .577 
15 3.454 .783 2.565 .945 3.217 1.085 3.333 1.154 
16 2.954 .998 2.391 1. 233 3.217 .902 4.000 .000 
17 2.545 1.184 2.217 1. 312 2.913 1.083 4.000 .000 
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Table 10 (continued) 
S.P.s S.S.W.s S.C.s Experts 
Vignette 2 
Option Mean SD Mean SD Mean SD Mean SD 
1 1.227 .685 1.087 .288 1. 304 .558 1. 333 .57 
2 2.818 1.332 2.521 1.238 2.608 1. 339 4.000 . 0 
3 3.227 .972 2.478 1.162 2.739 1.176 2.333 1. 27 
4 1. 090 .294 1.173 .387 1. 217 .421 1.000 .00 
5 1. 363 .789 1. 260 .540 1. 304 .470 1.333 .57 
6 1.545 .857 1.956 1. 065 1.608 .838 2.333 1. 27 
7 2.090 1.019 1. .845 1. 391 .656 2.666 1. 54 
8 1. 272 .455 1. 217 .421 1. 304 .558 1. 000 .00 
9 1.136 .300 1. 347 .647 1. 347 .572 1. 333 .57 
10 1. 363 .581 1.478 .665 1.478 .845 1. 333 .57 
11 1. 272 .631 1.173 .387 1.434 .787 1.000 .00 
12 1. 090 .294 1. 087 .288 1. 217 .518 1.000 .00 
13 1. 227 .428 1.043 .208 1. 304 .558 1.000 .00 
14 1.863 .888 1. 69 1.013 1.782 .998 2.000 .00 
15 3.772 .528 3.347 .934 3.434 .787 4.000 .00 
16 1.272 .631 1.173 .387 1. 739 1.0009 1.000 .00 
17 1. 000 .726 1.434 .945 1. 34 .622 1. 000 .00 
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Table 10 (continued) 
S.P.s S.S.W.s S.C.s Experts 
Vignette 3 
Option Mean SD Mean SD Mean SD Mean SD 
1 3.454 .911 3.043 .976 3.65 .702 4.000 .000 
2 3.500 1.101 3.217 .998 3.782 .671 4.000 .000 
3 3.590 .796 3.000 .852 3.608 .782 4.000 .000 
4 1. 500 .963 1. 260 .688 1. 565 1.036 1.000 .000 
5 2.500 1.185 1. 913 .996 2.565 1. 236 3.333 1.154 
6 2.090 1.019 1.826 1.114 1.956 1. 065 2.666 1.527 
7 2.954 .998 2.260 1.053 2.304 1.105 3.666 .577 
8 2.045 1. 090 1.434 .787 1. 869 .967 1.666 1.154 
9 1. 500 .963 1.434 .843 1.782 .951 1. 333 .577 
10 2.683 .940 2.304 1. 091 2.695 1.184 3.000 1.000 
11 2.454 .962 2.087 1.124 2.434 1.121 2.000 1.000 
12 2.363 .902 2.043 1.065 2.652 1.070 2.666 1.154 
13 2.136 1. 037 1.826 .834 2.391 1.117 2.666 1.154 
14 1. 636 .953 1. 521 .730 1. 739 .810 2.000 1.000 
15 3.09 .294 3.95 .558 3.26 .650 4.00 .000 
16 2.90 1.007 2.78 1.162 2.26 1.072 2.66 1.527 
17 2.18 1.041 2.91 .998 3.87 .96 3.33 1.154 
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Table 10 (continued) 
S.P.s S.S.W.s S.C.s Experts 
Vignette 4 
Option Mean SD Mean SD Mean SD Mean SD 
1 2.409 1. 259 1.478 .655 2.565 1. 079 1.666 .577 
2 31.181 1. 258 2.608 1. 269 3.608 .838 4.000 .000 
3 3.636 .953 3.652 .775 3.956 .208 4.000 .000 
4 1.454 .911 1.130 .334 1. 695 1.145 1. 000 .000 
5 2.500 1.101 1. 826 .834 2.739 1.176 3.000 1. 000 
6 2.454 1.184 2.130 1. 099 2.739 1.176 3.000 1. 732 
7 2.772 1.066 2.478 1. 201 1. 869 1.140 2.666 1.154 
8 1. 909 1. 065 1.478 .593 1. 695 1.105 1. 333 .577 
9 1.409 .908 1.043 .208 1.347 .775 1.000 .000 
10 2.000 1.069 1.260 .688 1. 565 .787 1.666 .577 
11 2.136 1.037 1. 652 .934 2.260 1. 214 1. 666 .577 
12 2.181 1.139 1. 652 .775 2.304 1.105 1. 666 .577 
13 1.772 1. 066 1. 608 .838 2.217 1.166 1. 666 .577 
14 1. 681 1.129 1.260 .449 1. 695 .974 1. 000 .000 
15 3.863 .351 3.739 .688 3.826 .650 4.000 .000 
16 3.227 1.020 2.956 1.021 3.478 .947 3.666 .577 
17 2.000 1.195 1. 608 .988 2.478 1.410 2.000 1.000 
62 
Table 10 (continued) 
S.P.s S.S.W.s S.C.s Experts 
Vignette 5 
Option Mean SD Mean SD Mean SD Mean SD 
1 2.00 .975 1. 739 .688 2.043 .976 1. 666 .577 
2 3.181 1.220 2.739 1. 321 3.260 1.053 4.000 .000 
3 1. 272 .702 1. 347 .884 1.217 .671 1.000 .000 
4 1.818 .958 1. 565 .662 2.043 .928 1.666 1.154 
5 1.454 .671 1.434 .662 1. 826 .984 1. 333 .577 
6 2.000 1. 069 1. 826 .777 1.826 .936 2.333 1. 527 
7 2.045 .998 1. 826 .886 1. 695 .875 2.333 1.527 
8 1. 590 .796 1. 347 .714 1. 521 .845 1. 333 .577 
9 1.863 .888 1. 739 .963 2.043 1.065 1. 666 .577 
10 1. 227 .428 1. 260 .540 1.434 .843 1. 333 .577 
11 1. 590 .854 1.347 .775 1.869 1.013 1. 333 .577 
12 1. 818 .795 1.782 .902 2.304 1.145 1.333 .577 
13 2.045 50 1. 826 .984 2.173 1.114 1.666 1.154 
14 2.00 1.069 1.913 1. 040 2.60 1.053 2.666 .577 
15 3.045 1.174 3.000 1.128 2.565 1. 308 3.000 1.000 
16 1.545 .857 1. 391 .838 2.000 1.167 1.000 .000 
17 2.181 1.139 1. 739 .915 2.260 1.096 2.000 1.732 
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Table 10 (continued) 
S.P.s S.S.W.s S.C.s Experts 
Vignette 6 
Option Mean SD Mean SD Mean SD Mean SD 
1 3.136 1.037 3.347 .831 3.521 .730 2.000 1.000 
2 3.454 1.010 3.434 .895 3.695 .635 4.000 .000 
3 3.772 .528 3.087 1.164 3.478 .947 4.000 .000 
4 1.000 .000 1. 087 .288 1.434 .787 1.000 .000 
5 2.318 1. 086 1. 826 .936 2.608 1. 233 3.333 .577 
6 1. 318 .567 1. 608 .891 2.043 1.223 2.333 1.527 
7 2.727 .935 2.652 1.191 2.260 1. 035 3.333 .577 
8 2.090 .921 1. 521 .665 1. 695 .926 2.000 1. 000 
9 1.409 .734 1.304 .702 1.565 .895 1.000 .000 
10 2.272 .882 2.000 1.000 2.217 1. 042 2.000 1.000 
11 2.090 .971 1. 608 .838 2.130 1.013 1. 666 .577 
12 2.045 .898 1.391 .772 2.087 1. 040 1. 333 .577 
13 1. 590 .734 1.434 .727 1.565 .843 1. 666 .577 
14 1. 863 .990 1. 695 .822 1. 782 .998 1. 666 1.154 
15 3.727 .702 3.826 .650 3.869 .344 4.000 .000 
16 3.272 .702 2.956 1. 065 3.478 .845 3.333 1.154 
17 2.590 1. 333 2.130 1.140 2.347 1. 300 1. 333 .577 
The independent variables related to testing this set 
of null hypotheses where the Clinical Impression Scale 
scores served as a dependent measure were the type of case 
study vignette and the type of professional group. In 
selecting possible tests for null hypothesis 4 (see next 
section), it became evident that due to the large number of 
CIS intervention options, t-tests to obtain an exact p value 
would be a very cumbersome and uninformative to use in this 
instance. 
64 
Additionally, there would be a high likelihood of 
making a Type One error if such a procedure were employed. 
Therefore, 95% confidence levels on the mean difference 
scores between the professional groups' CIS scores and the 
experts' CIS scores were applied using standard SPSS 
procedures. In addition, as was previously noted, it was 
necessary to collapse the CIS into seven subsets (Table 9) 
To test the fifth null hypothesis, seven multivariate F-
tests of significance with repeated measures were conducted 
on the CIS difference scores. The repeated factor was the 
vignette (six levels), and the grouping factor was the 
professional group (three levels). 
Results Related to Testing Null Hypothesis Four 
The fourth null hypothesis states that there will be no 
significant differences in clinical impression scores 
between the school-based mental health professional groups 
(school psychologists, school social workers, and school 
counselors) and the team of experts. 
For each option of the CIS, a difference score was 
computed by subtracting the mean score of the team of 
experts from each score of each professional. This 
information is contained in Table 11. 
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Table 11 
Means and Standard Deviations of Clinical Impression Scale 
(CIS) Option Differences 
S.P.s S.S.W.s S.C.s 
Vignette Mean SD Mean SD Mean SD 
Option 1 
1 -0.41 .854 -0.57 .896 -0.09 .949 
2 -0.10 .685 -0.24 .288 -0.03 .559 
3 -0.55 .912 -0.96 .976 -0.30 .703 
4 .74 1. 260 -0.19 .665 .90 1.080 
5 .33 .976 .07 .689 . 37 .976 
6 1.14 1. 037 1. 35 .832 1. 52 .730 
Option 2 
1 -1. 59 1.333 -1.74 1. 287 -1. 09 1.125 
2 -1.18 1. 332 -1. 48 1.238 -1. 39 1.340 
3 -0.50 1.102 -0.78 .998 -0.22 .671 
4 -0.82 1. 259 -1. 39 1. 270 -0.39 .839 
5 -0.82 1.220 -1. 26 1. 322 -0.741 .054 
6 -0.54 1.011 -0.57 .896 -0.30 .635 
Option 3 
1 -1. 23 1.110 -1.17 1.072 -0.48 .730 
2 .90 .973 .15 1.163 .411 .176 
3 -0.41 .796 -1.00 .853 -0.39 .783 
4 -0.36 .953 -0.35 .775 -0.04 .209 
5 .27 .703 .35 .885 .22 .671 
6 -0.23 .528 -0.91 1.164 -0.52 .947 
Option 4 
1 .06 .883 -0.11 .788 .03 .876 
2 .09 .294 .17 .388 .22 .422 
3 .50 .964 .26 .689 .571 .037 
4 .46 .912 .13 .344 .701 .146 
5 .15 .958 -0.11 .662 .37 .928 
6 .00 .000 .09 .288 .44 .788 
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Table 11 (continued) 
S.P.s S.S.W.s S.C.s 
Vignette Mean SD Mean SD Mean SD 
Option 5 
1 .26 .854 0.06 .891 .32 .982 
2 .03 .790 -0.07 .541 -0.03 .470 
3 -0.83 1.185 -1. 42 .996 -0.77 1. 237 
4 -0.50 1.102 -1.17 .834 -0.26 1.176 
5 .13 .671 .11 .62 2.50 .984 
6 -1.01 1.086 -1.50 .937 -0.72 1.234 
Option 6 
1 -0.58 1.019 -0.841 .114 -0.711 .065 
2 -0.79 .858 -0.371 .065 -0.72 .839 
3 -0.33 1.113 -0.59 .915 -0.201 .180 
4 -0.55 1.184 -0.871 .100 -0.261 .176 
5 -0.33 1. 069 -0.50 .778 -0.50 .937 
6 -1.01 .568 -0.72 .891 -0.291 .224 
Option 7 
1 .079 1.221 -.599 .915 -.3591 .079 
2 -0.579 1.019 -1. 14 8 .846 -1.279 .656 
3 -0.715 .999 -1.409 1.059 -1.366 1.105 
4 1. 03 1.066 -1.921 .201 -.800 1.140 
5 -2.85 .999 -.504 .887 -.807 -.120 
6 .603 .935 -.678 1.191 -1.069 1. 054 
Option 8 
1 .10 1.066 -0.06 .891 .33 .953 
2 .27 .456 .22 .422 .30 .559 
3 .38 1.090 -0.24 .788 .20 .968 
4 .58 1. 065 .15 .593 .371 .105 
5 .26 .796 .02 .714 .19 .846 
6 .09 .921 -0.48 .665 -0.30 .926 
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Table 11 (continued) 
S.P.s S.S.W.s S.C.s 
Vignette Mean SD Mean SD Mean SD 
Option 9 
1 .38 .950 -0.02 .885 .50 .887 
2 -0.19 .351 .02 .647 .02 .573 
3 .17 .964 .10 .843 .45 .951 
4 .41 .908 .04 .209 .35 .775 
5 .19 .889 .07 .964 .371 .065 
6 .41 .734 .30 .703 .57 .896 
Option 10 
1 . 31 .953 .06 .891 .11 .728 
2 .03 .581 .15 .665 .15 .846 
3 -0.14 .941 -0.70 1. 020 -0.30 1.185 
4 .33 1. 069 -0.41 .689 -0.11 .788 
5 -0.10 .429 -0.07 .541 .11 .843 
6 .27 .883 .001 .000 .22 1.043 
Option 11 
1 -0.03 .953 -0.50 .650 .111 .126 
2 .27 .631 .17 .388 .44 .788 
3 .46 .963 .091 .125 .441 .121 
4 .47 1.037 -0.02 .935 .591 .214 
5 .26 .854 .02 .775 .541 .014 
6 .42 .971 -0.06 .839 .461 .014 
Option 12 
1 .42 1.109 -0.15 .947 .59 .915 
2 .09 .294 .09 .288 .22 .518 
3 -0.31 .902 -0.63 1.065 -0.02 1. 071 
4 .511 .140 -0.02 .775 .63 1.105 
5 .49 .795 .45 .902 .97 1.145 
6 .72 .899 .06 .722 .76 1. 041 
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Table 11 (continued) 
S.P.s S.S.W.s S.C.s 
Vignette Mean SD Mean SD Mean SD 
Option 13 
1 .691 .049 .111 .126 .63 .974 
2 .23 .429 .04 .209 .30 .559 
3 -0.53 1.037 -0.84 .834 -0.28 1.118 
4 .10 1.066 -0.06 .839 .55 1.166 
5 .38 .950 .16 .984 .50 1.114 
6 -0.08 .734 -0.24 .728 -0.11 .843 
Option 14 
1 .01 1.086 -0.67 1.000 -0.37 .974 
2 -0.14 .889 -0.13 1. 014 -0.22 .998 
3 -0.36 .953 -0.48 .730 -0.26 .810 
4 .68 1.129 .26 .449 .70 .974 
5 -0.67 1.069 -0.76 1. 041 -0.41 1.054 
6 .19 .990 .03 .822 .11 .998 
Option 15 
1 .13 .739 -0.77 .945 -0.11 1.085 
2 -0.23 .528 -0.65 .935 -0.57 .788 
3 -0.09 .294 -0.30 .559 -0.17 .650 
4 -0.14 .351 -0.26 .689 -0.17 .650 
5 .04 1.174 .00 1.128 -0.44 1. 308 
6 -0.27 .703 -0.17 .650 -0.13 .344 
Option 16 
1 -1.05 .999 -1. 611 .234 -0.78 .902 
2 .27 .631 .17 .388 .74 1.010 
3 -0.08 1.008 -0.19 1.163 .161 .072 
4 -0.44 1. 020 -0.71 1.022 -0.19 .947 
5 .55 .858 .39 .839 1.00 1.168 
6 -0.06 .703 -0.37 1.065 -0.10 .900 
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Table 11 (continued) 
S.P.s S.S.W.s S.C.s 
Vignette Mean SD Mean SD Mean SD 
Option 17 
1 -1.461 .184 -1. 78 1. 313 -1. 09 1.083 
2 .36 .727 .44 .945 .44 .662 
3 -1. 011 .041 -0.94 .988 -0.24 .995 
4 .001 .195 -0.39 .988 .48 1.410 
5 .181 .140 -0.26 .915 .26 1.096 
6 1. 26 1. 333 .80 1.140 1. 02 1. 301 
To test the fourth null hypothesis, 95% confidence 
intervals for the mean difference scores between the 
professionals and the mean score of the experts were 
constructed for each professional group. The 95% confidence 
intervals are presented in Table 12. 
Table 12 
95% Confidence Intervals for the Difference Scores of the 
CIS Options Across Groups and Across Vignettes 
S.P.s S.S.W.s S.C.s 
Vignette Mean SD Mean SD Mean SD 
Option 1 
1 -0.79 -0.03 -0.95 -0.18 -0.50 .32* 
2 -0.41 .20* -0.37 -0.12 -0.27 .22* 
3 -0.95 -0.14 -1.38 -0.53 -0.61 .00* 
4 .18 1. 30 -0.48 .10* .431 .36 
5 -0.10 .76* -0.23 .37* -0.05 .80* 
6 .68 1. 60 .99 1.711 .21 1. 84 
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Table 12 ( continued) 
"' 
S.P.s S.S.W.s S.C.s 
Vignette Mean SD Mean SD Mean SD 
Option 2 
1 -2.18 -1.00 -2.30 -1.18 -1.57 -0.60 
2 -1. 77 -0.59 -2.01 -0.94 -1.97 -0.81 
3 -0.99 -0.01 -1.21 -0.35 -0.51 .07* 
4 -1. 38 -0.26 -1. 94 -0.84 -0.75 -0.03 
5 -1. 36 -0.28 -1. 83 -0.69 -1. 20 -0.28 
6 -0.99 -0.10 -0.95 -0.18 -0.58 -0.03 
Option 3 
1 -1.72 -0.74 -1. 64 -0.71 -0.79 -0.16 
2 .47 1. 33 -0.36 .65* -0.10 .92* 
3 -0.76 -0.06 -1. 37 -0.63 -0.73 -0.05 
4 -0.79 .06* -0.68 -0.01 -0.13 .05* 
5 -0.04 .58* -0.04 .73* -0.07 .51* 
6 -0.46 .01* -1.42 -0.41 -0.93 -0.11 
Option 4 
1 -0.33 .45* -0.45 .24* -0.35 .40* 
2 -0.04 .22* .01 .34 .04 .40 
3 .73 .93 -0.04 .56* .121 .01 
4 .05 .86 -0.02 .28* .201 .19 
5 -0.28 .57* -0.39 .18* -0.03 .78* 
6 .00 .00* -0.04 .21* .09 .78 
Option 5 
1 -0.12 .64* -0.32 .45* -0.10 .75* 
2 -0.32 .38* -0.30 .17* -0.23 .18* 
3 -1. 36 -0.30 -1.85 -0.99 -1. 30 -0.23 
4 -0.99 -0.01 -1.54 -0.81 -0.77 .25* 
5 -0.17 .42* -0.18 .39* .07 .92 
6 -1. 49 -0.53 -1. 91 -1.10 -1. 26 -0.19 
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Table 12 (continued) 
S.P.s S.S.W.s S.C.s 
Vignette Mean SD Mean SD Mean SD 
Option 6 
1 -1. 03 -0.13 -1. 33 -0.36 -1.17 -0.25 
2 -1.17 -0.40 -0.83 0.09* -1.08 -0.36 
3 -0.82 .16* -0.99 -0.20 -0.71 .31* 
4 -1.07 -0.02 -1. 35 -0.39 -0.77 .25* 
5 -0.80 .14* -0.84 -0.17 -0.91 -0.10 
6 -1. 26 -0.76 -1.11 -0.34 -0.82 .24* 
Option 7 
1 -.462 .621 -.987 -.195 -.979 -.116 
2 -1.031 -.127 -1.514 -.782 -1.563 -.995 
3 -1.158 -.273 -1.185 -.953 -1.849 -.808 
4 
5 -.285 .999 -.504 .887 -.639 .876 
6 -.603 .935 -.678 1.191 -1. 069 1. 054 
Option 8 
1 -0.37 .58* -0.45 .32* -0.08 .74* 
2 .07 . 48 .04 .40 .06 .55 
3 -0.11 .86* -0.58 .11* -0.22 .62* 
4 .11 1.05 -0.11 .41* -0.11 .84* 
5 -0.09 .61* -0.29 .33* -0.17 .56* 
6 -0.32 .50* -0. 77 -0.19 -0.71 .10* 
Option 9 
1 -0.05 .80* -0.40 .37* .12 .89 
2 -0.35 -0.04 -0.26 .30* -0.23 .27* 
3 -0.26 .60* -0.26 .47* .04 .86 
4 .01 .81 -0.05 .13* .01 .68 
5 -0.20 .59* -0.35 .49* -0.09 .83* 
6 .08 .74 .00 .61* .18 .95 
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Table 12 (continued) 
S.P.s S.S.W.s S.C.s 
Vignette Mean SD Mean SD Mean SD 
Option 10 
1 -0.12 .73* -0.32 .45* -0.21 .42* 
2 -0.22 .29* -0.14 .44* -0.22 .51* 
3 -0.55 .28* -1.12 -0.26 -0.82 .21* 
4 -0.14 .80* -0.71 -0.11 -0.45 .24* 
5 -0.29 .09* -0.30 .17* -0.26 .47* 
6 -0.12 .66* -0.43 .43* -0.23 .67* 
Option 11 
1 -0.46 .39* -0.78 -0.22 -0.37 .60* 
2 -0.01 .55* .01 .34 .09 .77 
3 .03 .88 -0.40 .57* -0.05 .92* 
4 .01 .93 -0.42 .39* .07,1 .12 
5 -0.12 .64* -0.32 .35* .10 .98 
6 -0.01 .85* -0.42 .30* .02 .90 
Option 12 
1 -0.07 .91* -0.56 .26* .20 .99 
2 -0.04 .22* -0.04 .21* -0.01 .44* 
3 -0.71 .10* -1.09 -0.17 -0.48 .45* 
4 .01 1.01 -0.35 .32* .16 1.11 
5 .14 .84 .06 .84 .48 1.47 
6 .32 1.11 -0.25 .37* . 31 1. 21 
Option 13 
1 .23,1 .16 -0.37 .60*0 .21,1 .06 
2 . 04, .42 -0.05 .13* .06, .55 
3 -0.99, -0.07 -1.21 -0.48 -0.76, .21* 
4 -0.37, .56* -0.42 .30* .04, 1.05 
5 -0.05, .80* -0.27 .58* . 02, .99 
6 -0.41, .25* -0.55 .08* -0.47, .26* 
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Table 12 (continued) 
S.P.s S.S.W.s S.C.s 
Vignette Mean SD Mean SD Mean SD 
Option 14 
1 -0.47, .49* -1.10 -0.24 -0.79, .06* 
2 -0.53, .26* -0.57 .31* -0.65, .21* 
3 -0.79, .06* -0.79 -0.16 -0.61, .09* 
4 .18,1 .18 .07 .46 .27,1 .12 
5 -1.14, -0.20 -1.21 -0.31 -0.87, .05* 
6 -0.25, .63* -0.33 .38* -0.32, .54* 
Option 15 
1 -0.20, .45* -1.17, -0.36 -0.58, .36* 
2 -0.46, .01* -1. 05, -0.25 -0.91, -0.23 
3 -0.22, .04* -0.55, -0.06 -0.46, .11* 
4 -0.29, .02* -0.56, .04* -0.46, .11* 
5 -0.48, .57* -0.49, .49* -1.00, .13* 
6 -0.58, .04* -0.46, .11* -0.28, .02* 
Option 16 
1 -1.49, -0.60 -2.14, -1.08 -1.17, -0.39 
2 -0.01, .55* . 01, .34 .30, 1.18 
3 -0.53, .37* -0.70, .31* -0.31, .62* 
4 -0.90, .01* -1.16, -0.27 -0.60, .22* 
5 .17, .93 • 03 t .75 .50, 1. 51 
6 -0.36, .25* -0.83, .09* -0.22, .51* 
Option 17 
1 -1.98, -0.93 -2.35, -1.22 -1.56, -0.62 
2 .04, .69 .03, .84 .15, .72 
3 -1.47, -0.55 -1.37, -0.51 -0.67, .19* 
4 -0.53, .53* -0.82, .04* -0.13, 1.09* 
5 -0.32, .69* -0.66, .14* -0.21, .74* 
6 . 67, 1. 85 .31, 1.29 .46, 1.58* 
*contains zero 
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Since there were six vignettes, three professional 
groups, and 17 options in the crs, 336 confidence intervals 
were constructed. If a confidence interval contained zero, 
this would support the null hypothesis that there is no 
difference in the CIS scores between the professional groups 
and the team of experts for that particular option in that 
vignette. Of the 336 95% confidence intervals, 162 contain 
zero values. These results are reported in Table 12. Given 
these findings, the results indicate that the CIS scores of 
the team of experts agree with the scores of the 
professional groups 53.5% of the time. Table 13 contains a 
cross-classification of the three professional groups for 
the 366 options. 
Table 13 
Number of Agreements on the CIS Options Between the 
Professionals and the Team of Experts Across Groups and 
Across Options for All Vignettes 
(n=336 95% Confidence Intervals) 
Option S.P.s S.S.W.s S.C.s Totals 
1 2 2 4 8 
2 0 0 1 1 
3 3 2 3 8 
4 4 5 2 11 
5 3 3 3 9 
6 2 1 3 6 
7 3 3 2 5 
8 4 4 5 13 
9 3 6 2 11 
10 6 4 6 16 
11 4 4 2 10 
12 3 4 2 9 
13 3 5 2 10 
14 4 2 5 11 
15 6 3 5 14 
16 4 2 3 9 
17 2 2 4 8 
Total: 56 42 51 159 
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The information presented in Table 13 is intended to 
provide added insight into levels of agreement between the 
professional groups and the experts on the CIS factor/ 
characteristics options. Significant differences were found 
when comparing the CIS responses of the school-based 
professionals with those of the experts. Based on these 
findings, the fourth null hypothesis was rejected. 
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Results Related to Testing Null Hypothesis Five 
The fifth null hypothesis states that there will be no 
significant differences in the clinical impression scores 
across school-based mental health professional groups 
(school psychologists, school social workers, and school 
counselors). 
As noted above, it was necessary to collapse the 
Clinical Impression Scale (CIS) into seven subsets (Table 
9). Therefore, seven multivariate tests of significance 
with repeated measures were conducted on the dependent 
variable (the clinical impression difference scores) for 
each subset. The multivariate tests were not found to be 
statistically significant. Therefore the fifth null 
hypothesis was not rejected. Given the complexity of the 
combined data sets for the seven multivariate tests, further 
systematic examination of the clinical impression scores was 
done to confirm the decision to reject hypothesis five. The 
results of the seven mult~variate tests of significance on 
those seven subsets are presented on the following pages. 
The grouping factor was the professional group (school 
psychologist, school social worker, school counselor) and 
the repeated factor was the vignette (six levels). 
Subset 1 
Table 14 contains the Wilks Lambda values, F-values, 
and p-value levels of significance for the vector means in 
Subset 1--dangerous to self and previous suicide attempt. 
Table 14 
MANOVA Dependent Variable CIS Difference Scores. Subset 1 
(Grouping Factor: Professional groups; Repeated Factor: 
Vignettes) 
Factor Wilks Lambda F df p 
Group .860 2.50 4,120 .051 
Vignette .101 50.05 10,56 .000* 
Group X Vignette .694 1.12 20,112 .338 
* significant at the .05 level 
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The Group X Vignette interaction factor (F = 1.12, p = .338) 
was not found to be significant at the .05 level. This 
indicated that group factors were consistent across the 
vignettes for the vector means in Subset 1 of the Clinical 
Impression Scale. 
Table 15 contains the F-values and p-value levels of 
significance for the two univariate F-tests on the two 
options in Subset 1 of the Clinical Impression Scale with 
professional groups as the grouping factor. 
Table 15 
'ANOVA Univariate F-tests (2, 65) df, Subset 1 
Variable 
Option 1, Dangerous to self 
Option 2, Previous suicide attempt 
* significant at the .05 level 
F 
5.22 
1.88 
p 
.008* 
.161 
Option 1 (F = 5.22, p = .008) was found to be 
significant at the .05 level, and option 2 (F = 1.88, p = 
.051) was not significant at the .05 level. Thus, the 
results presented in Table 15 do not reveal significant 
differences in the Clinical Impression Scores across the 
professional groups. 
Subset 2 
Table 16 contains the Wilks Lambda values, F-values, 
and p-value levels of significance for the one option in 
Subset 2--presence of substance abuse. 
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Table 16 
MANOVA Dependent Variable CIS Difference Scores, Subset 2 
(Grouping Factor: Professional Groups, Repeated Factor: 
Vignettes) 
Factor 
Group 
Vignette 
Group X Vignette 
Wilks Lambda 
.291 
.663 
* significant at the .05 level 
F 
3.46 
29.79 
2.77 
df 
2,65 
5,61 
10,122 
p 
.037* 
.000* 
.004* 
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Since only one dependent variable is reported at the 
six levels of the vignette, the analysis in Subset 2 reduces 
to repeated measures (six levels of vignette) at three 
levels of the grouping factor (professional group). The 
results reported in Table 16 indicate a significant Group X 
Vignette interaction effect (F = 2.77, p = .004). In turn, 
this finding indicates that differences among professional 
groups were possibly obscured by the presence of interaction 
between the group factor and the repeated measures factor. 
Table 17 contains the cell means of the three professional 
groups and the six levels of the vignette. 
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Table 17 
Professional Groups X Vignettes Cell Means 
1 2 3 4 5 6 
SPs 
SSWs 
SCs 
-1.227 0.897 -0.409 -0.364* 
0.148* -1.000. -0.348 
0.409* -0.391 -0.043* 
0.273* 
0.348* 
0.217* 
-0.227* 
-1.174 -0.913 
-0.478 -0.522 
* corresponding 95% confidence interval contains zero 
An examination of the findings reported in Table 17 
suggests significant differences across the professional 
groups depending on the vignette. The results in Table 17 
do not support the hypothesis of no significant differences 
in the Clinical Impression scores across the professional 
groups as reflected in Table 16. 
Subset 3 
Table 18 contains the Wilks Lambda values, F-values, 
and p-value levels of significance for the vector means in 
Subset 3--presence/absence of family support, presence/ 
absence of peer support, and presence/absence of other 
resources (e.g., community agencies, private therapist). 
Table 18 
MANOVA Dependent Variable CIS Difference Scores, Subset 3 
(Grouping Factor: Professional groups; Repeated Factor: 
Vignettes) 
Factor 
Group 
Vignette 
Group X Vignette 
Wilks Lambda 
.822 
.220 
.622 
* significant at the .05 level 
F 
2.16 
12.00 
0.91 
df 
6,126 
15,51 
30,102 
p 
.051 
.000* 
.603 
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The Group X Vignette interaction factor (F = 0.91, p = 
.603) was not found to be significant at the .05 level. 
This finding indicates that group factors were consistent 
across vignettes for the vector means in Subset 3 of the 
Clinical Impression Scale. Table 19 contains the F-values 
and p-value levels of significance for the three univariate 
F-tests on the three options in Subset 3. of the Clinical 
Impression Scale with professional group as the grouping 
factor. 
Table 19 
Univariate F-tests (2,65) df, Subset 3 
Variable 
Option 4, presence/absence of family support 
Option 5, presence/absence of peer support 
Option 6, presence/absence of other resources 
* significant at the .05 level 
F 
3.53 
5.17 
0.67 
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p 
.035* 
.008* 
.512 
Option 4 (F = 3.53, p = .035) and option 5 (F = 5.17, p 
= .008) were found to be significant at the .05 level; but 
only option 5 is highly significant. Since conflicting 
results such as those found in Table 18 and Table 19 
occasionally occur in multivariate analysis, the overall 
results reported for option 5 listed in Table 19 are 
interpreted as not providing support for rejecting the null 
hypothesis related to the clinical impression scores across 
professional groups. 
Subset 4 
Table 20 contains the Wilks Lambda values, F-values, 
and p-value levels of significance for the vector means in 
Subset 4--mental status, coping ability, stress level, self-
esteem level, depression level, hopelessness level, 
helplessness level, and anxiety level. 
Table 20 
MANOVA Dependent Variable CIS Difference Scores. Subset 4 
(Grouping Factor: Professional groups; Repeated Factor: 
Vignettes) 
Factor 
Group 
Vignette 
Group X Vignette 
Wilks Lambda 
.573 
.036 
.147 
* significant at the .05 level 
F 
2.32 
11.78 
1.05 
df 
16,116 
40,26 
80,52 
p 
.005* 
.000* 
.434 
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The Group X Vignette interaction factor (F = 1.05, p = 
.434) was not found to be significant at the .05 level. 
This indicates that group factors were consistent across 
vignettes for the vector means in Subset 4 of the Clinical 
Impression Scale. The group factor (F = 2.32, p = .005), 
professional group, was significant at the .05 level. Taken 
together, these findings support the notion that there are 
no significant differences among the vector cell means 
across professional groups. 
Table 21 contains the F-values and p-value levels of 
significance for the eight univariate F-tests on the eight 
options in Subset 4 of the Clinical Impression Scale using 
type of professionals as the grouping factor. 
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Table 21 
Univariate F-tests (2,65) df, Subset 4 
Variable F p 
Option 7, mental status 6.04 .004* 
Option 8, coping ability 2.72 .073 
Option 9, stress level 2.59 .083 
Option 10, self-esteem level 1. 79 .175 
Option 11, depression level 3.76 .028* 
Option 12, hopelessness level 4.97 .010* 
Option 13, helplessness level 3.33 .042* 
Option 14, anxiety level 1. 25 .292 
* significant at the .05 level 
Option 7 (F = 6.04, p = .004), option 11 (F = 3.76, p = 
.028), option 12 (F = 4.97, p = 0.10), and option 13 (F = 
3.33, p = .042) were found to be significant at the .05 
level. The results appearing in Table 21 did not reveal 
significant differences in Clinical Impression Scores across 
the professional groups as was noted in Table 20. 
Table 22 contains parameter estimates for the three 
levels of professional groups. Given the baseline of the 
model at the level of school psychologist, Parameter 2 
estimates the effect of the school social worker level, and 
Parameter 3 estimates the effect of the school counselor 
level. 
Table 22 
Parameter Estimates for Professional Groups on Subset 4, 
Option 7 - Mental Status 
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Parameter Coefficient t p 95% Confidence Interval 
2 -0.846 -3.30 
3 -0.183 -0.72 
* significant at the .05 level 
.001* (-.267, 1.959) 
.472 (-1.84, 0.918) 
Parameter 2, school social worker, contributes 
significantly to the predictive model (t = 3.30, p. = .001). 
In contrast, Parameter 3, school counselor, does not 
contribute significantly to the model (t = 0.72, p = .422). 
The results in Table 22 indicate a significant difference 
between the level of school psychologist and school social 
worker, but no significant difference between school 
psychologist and school counselor. These results indicate 
that school psychologists and school counselors evaluate the 
importance of option 7 (subset 6), mental status, similarly. 
School social workers, however, look at the importance of 
option 7 differently. Therefore, the results reported in 
Table 22 do not support the hypothesis of no significant 
difference in clinical impression scores across the 
professional groups in Table 22. 
Table 23 contains parameter estimates for the three 
levels of school counselor groups. Given the baseline of 
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the model at the level of school psychologist, Parameter 2 
estimates the effect of the school social worker level, and 
Parameter 3 estimates the effect of the school counselor 
level. 
Table 23 
Parameter Estimates for Professional Groups on Subset 4, 
Option 11 - Depression Level 
Parameter Coefficient t p 95% Confidence Interval 
2 -0.191 -.737 .464 (-.936, 1.320) 
3 -0.681 -2.652 .010* (-1.797, 0.434) 
* significant at the .05 level 
Parameter 2, school social worker, does not contribute 
significantly to the predictive model (t = .737, p. = .464). 
In contrast, Parameter 3, school counselor, does contribute 
significantly to the model (t = 2.652, p = .010). The 
results in Table 23 indicate a significant difference 
between the level of school psychologist and school 
counselor, but no significant difference between school 
psychologist and school social worker. These results 
indicate that school psychologists and school social workers 
evaluate the importance of option 11 (subset 6), depression 
level, similarly. School counselors, however, look at the 
importance of option 6 differently. Therefore, the results 
reported in Table 23 do not support the hypothesis of no 
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significant differences in clinical impression scores across 
the professional groups as reflected in Table 23. 
Table 24 contains parameter estimates for the three 
levels of professional groups. Given the baseline of the 
model at the level of school psychologist, Parameter 2 
estimates the effect of the school social worker level, and 
Parameter 3 estimates the effect of the school counselor 
level. 
Table 24 
Parameter Estimates for Professional Groups on Subset 4, 
Option 12 - Hopelessness Level 
Parameter Coefficient 
2 
3 
-0.119 
-0.743 
t p 
-0.464 .644* 
-2.924 .005* 
* significant at the .05 level 
95% Confidence Interval 
(-.996, 1.235) 
(-1.846, 0.360) 
Parameter 2, school social worker, does not contribute 
significantly to the predictive model (t = .464, p. = .664). 
In contrast, Parameter 3, school counselor, does contribute 
significantly to the model (t = 2.924, p = .005). The 
results in Table 24 indicate a significant difference 
between the level of school psychologist and school 
counselor, but no significant difference between school 
psychologist and school social worker. These results 
indicate that school psychologists and school social workers 
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evaluate the importance of option 12 (subset 4), 
hopelessness level, similarly. School counselors, however, 
look at the importance of option 12 differently. Therefore, 
the results reported in Table 24 do not support the 
hypothesis of no significant difference in clinical 
impression scores across the professional groups in Table 
24. 
Table 25 contains parameter estimates for the three 
levels of school counselor levels. Given the baseline of 
the model at the level of school psychologist, Parameter 2 
estimates the effect of the school social worker level, and 
Parameter 3 estimates the effect of the school counselor 
level. 
Table 25 
Parameter Estimates for Professional Groups on Subset 4, 
Option 13 - Helplessness Level 
Parameter 
2 
3 
Coefficient 
.108 
-0.551 
t 
-.421 
-2.425 
* significant at the .05 level 
p 
.640 
.018* 
95% Confidence Interval 
(-.889, 1.106) 
(-1.537, 0.435) 
Parameter 2, school social worker, does not contribute 
significantly to the predictive model (t = .421, p. = .640). 
In contrast, Parameter 3, school counselor, does contribute 
significantly to the model (t = -2.425, p = .018). The 
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results in Table 25 indicate a significant difference 
between the level of school psychologist and school 
counselors, but no significant difference between school 
psychologist and school social worker. These results 
indicate that school psychologists and school social workers 
evaluate the importance of option 13 (subset 4), 
helplessness level, similarly. School counselors, however, 
look at the importance of option 13 differently. Therefore, 
the results reported in Table 24 do not support the 
hypothesis of no significant difference in clinical 
impression scores across the professional groups in Table 
25. 
Subset 5 
Table 26 contains the Wilks Lambda values, F-values, 
and p-value levels of significance for Subset 5--sexual 
identity. 
Table 26 
MANOVA Dependent Variable CIS Difference Scores, Subset 5 
(Grouping Factor: Professional Groups; Repeated Factor: 
Vignettes) 
Factor Wilks Lambda F df p 
Group 1. 76 2,65 .180 
Vignette .769 3.67 5,61 .006* 
Group X Vignette .753 1. 86 10,122 .057 
* significant at the .05 level 
Since there is only one dependent variable that is 
repeated at six levels of the vignette, the analysis in 
Subset 5 reduces to a repeated measure (six levels of 
vignette) at three levels of the grouping factor 
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(professional group). The results reported in Table 26 
indicate no significant Group X Vignette interaction effect 
(F = 1.86, p = .057). Further, there is no significant 
group factor (F = 1.76, p = .180) at the .05 level of 
significance. Thus, the results in Table 26 provide 
additional support for the notion that there are no 
differences among the cell means of the Clinical Impression 
Scores across the professional group for Subset 5. 
Subset 6 
Table 27 contains Wilks Lambda values, F-values, and p-
value levels of significance for Option 16--amount of loss 
in Subset 6. 
Table 27 
MANOVA Dependent Variable CIS Difference Scores, Subset 6 
(Grouping Factor: Professional Groups; Repeated Factor: 
Vignettes) 
Factor Wilks Lambda F df p 
Group 5.66 2,65 .005* 
Vignette .327 25.14 5,61 .000* 
Group X Vignette .950 0.32 10,122 .974 
* significant at the .05 level 
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Table 28 contains parameter estimates for the three 
levels of professional groups. Given the baseline of the 
model at the level of school psychologist, Parameter 2 
estimates the effect of the school social worker level, and 
Parameter 3 estimates the effect of the school counselor 
level. 
Table 28 
Parameter Estimates for Professional Groups on Subset 6 of 
the CIS Difference Scores 
Parameter Coefficient t p 95% Confidence Interval 
2 -0.049 -0.023 .840 (-0.531, 0.434) 
3 -0.668 -2.800 .007* (-1.145, -0.191) 
* significant at the .05 level 
Parameter 2, school social worker, does not contribute 
significantly to the predictive model (t = -0.023, p = 
.840). In contrast, Parameter 3, school counselor, makes a 
significant contribution to the predictive model (t = 
-2.800, p = .007). The results in Table 24 indicate a 
significant difference between the level of school 
psychologist and level of school counselor, but no 
significant difference between the levels of school 
psychologist and school social worker. These results 
indicate that school psychologists and school social workers 
evaluate the importance of option 16 (Subset 6), amount of 
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loss, similarly. School counselors, however, look at the 
importance of option 6 differently. Therefore, the results 
reported in Table 28 do not support the notion that there 
are significant differences in clinical impression scores 
across the professional groups as reflected in Table 28. 
Subset 7 
Table 29 contains Wilks Lambda values, F-values, and p-
value levels of significance for Subset 7--report of 
precipitating event. 
Table 29 
MANOVA Dependent Variable CIS Difference Scores, Subset 7 
(Grouping Factor: Professional Groups; Repeated Factor: 
Vignettes) 
Factor 
Group 
Vignette 
Group X Vignette 
Wilks Lambda 
.160 
.771 
* significant at the .05 level 
F 
2.62 
64.28 
1.70 
df 
2,65 
5,61 
10,122 
p 
.080 
.000* 
.089 
Since there is only one dependent variable that is 
repeated at the six levels of the vignette, the analysis in 
Subset 7 reduces to a repeated measures (six levels of 
vignette) at three levels of the grouping factor 
(professional group). The results reported in Table 29 
indicate no significant Group X Vignette interaction effects 
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(F = 1.70, p = .089). Furthermore, there is no significant 
grouping factor, professional group (F = 2.62, p = .080), at 
the .05 level of significance. The results appearing in 
Table 29 support the hypothesis that there are no 
significant differences among the cell means of the Clinical 
Impression Scores across professional groups. A review of 
all seven subsets of the Clinical Impression Scale indicate 
that subsets 1, 3, 5, and 7 support rejection of the fifth 
null hypothesis, while subsets 2, 4, and 6 do not support 
rejection of the fifth null hypothesis. Overall, based on 
these combined findings, the fifth null hypothesis was not 
rejected. 
CHAPTER V 
DISCUSSION 
The final chapter is organized into three sections. 
First, the limitations of the study are addressed. Next a 
discussion of the results related to testing each null 
hypotheses is presented. The third section includes 
implications of the study and some recommendations for 
further study. 
This study was designed to examine crisis-intervention 
strategies proposed by three groups of school-based mental 
health professionals (school psychologists, school social 
workers, and school counselors) for adolescents experiencing 
crisis situations. An effort was made to assess how the 
three groups of school-based mental health professionals 
weighed various student characteristics considered to be of 
importance in intervention decision making. The overarching 
goal of this study was to examine the skill of the school-
based mental health professionals in responding to students 
in distress, while comparing their decisions with the 
decisions of a team of expert crisis interventionists. 
It is hoped that a discussion related to the limita-
tions of the study, prior to discussing the significance of 
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the study's findings, will provide a balanced perspective 
for understanding the results of the study. 
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Several limitations are recognized with respect to the 
sample. First, the sample size of the three professional 
groups was small; with a large sample, a greater rate of 
agreement with the experts may have emerged, as the error 
variance would have been minimized. Second, the team of 
experts (the comparison group) was very small (n = 3); a 
different profile of intervention strategies and clinical 
impressions may have emerged with a larger sample. A third 
limitation posed.by this sample was its demographic hetero-
geneity: 81% of the school-based professional group sample 
received their training eight years prior to serving as 
participants in this research project. Therefore, suicide 
prevention training was not likely to have been available to 
this 81% of the sample. Such training only recently entered 
the professional curriculum. Further, it is unclear whether 
ethnicity and place of employment have an effect on the 
decisions that school-based mental health professionals make 
regarding crisis interventions. Nevertheless, it should be 
pointed out that the sample was predominately caucasian 
(91.5%), and the sample consisted of mostly suburban-school-
based mental health professionals. To generalize the 
results beyond this specific environment is hazardous. 
Another recognized weakness of this investigation was 
the use of the CIS instrument. The team of experts who 
96 
assisted with the development of the research instruments 
(CSES and CIS) constructed seventeen clinical impression 
options, which needed to be collapsed into seven subsets in 
order to simplify the data analysis. It had been determined 
at the conception of the research project that the team 
should be given free rein in developing both number and type 
of clinical impression options. A more manageable clinical 
impression scale may have been constructed if the team had 
consisted of a greater number of experts and had been given 
firmer and more clearly defined guidelines at the outset as 
to acceptable clinical impression options. 
Nonetheless, the findings reported in this study are 
viewed as providing important information concerning the 
intervention recommendations that school-based mental health 
professionals make to prevent adolescent suicide. 
Discussion Related to Null Hypothesis One 
Examination of the 95% confidence intervals constructed 
from the CSES mean difference scores indicated that overall, 
the team of experts agreed with the school-based 
professional groups' intervention recommendations 50.0% of 
the time (see Table 6). This finding had not been 
anticipated. The investigator had expected a much higher 
rate of agreement. 
As reported in Chapter 2, Kalafat (1991, cited in Coy 
et al., 1991) stated that school-based mental health 
professionals are increasingly expected by families, 
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community, and school personnel to provide primary mental 
health services. Proposing adequate intervention strategies 
for adolescent crisis situations, including suicide, is a 
weighty responsibility. The 50% agreement between the three 
school professional groups and the team of experts seems to 
be no better than a chance occurrence. The patterns of 
agreement between experts and school-based mental health 
professionals regarding intervention options across 
vignettes are presented in Table 6. Agreements occurred 
most frequently on appropriateness of four intervention 
options: filing for truancy, DCFS referrals, referrals for 
peer mediation, and referrals for a peer listener. The 
weakest agreements among the respondents occurred for the 
options suggesting outpatient therapy, short-term counseling 
by a school psychologist or social worker, and psychiatric 
evaluation. Thus, it appears that the weakest area of 
expert/school-based mental health professional agreement 
involved the perceived appropriateness of professional 
therapeutic assistance. 
As detailed in Chapter 2, Garland and Zigler (1993) and 
Poland (1994) reported national and local initiatives for 
suicide prevention programming in the school and emphasized 
prevention training for school-based mental health 
professionals. The significant differences found between 
intervention decisions of the school-based mental health 
professionals and experts support the need for increased 
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crisis-intervention training for school-based mental health 
professionals. The results of these findings raise 
important questions as to why the intervention judgments of 
school-based mental health professionals differ from the 
judgments of the experts. 
Discussion Related to Null Hypothesis Two 
The statistical analyses related to this hypothesis 
indicated that the school-based mental health professionals 
did not differ significantly among themselves in their 
crisis intervention decisions. These results suggest that 
mental health professionals working in a school setting tend 
to propose similar interventions when presented with 
adolescent students in crisis. It may be that university 
and college programs for the three professional groups 
include similar training for understanding adolescent 
development and for managing problematic adolescent 
behaviors or emotional distress. Further, as reported in 
Chapter 2, Garland and Zigler (1993) and Ackerman (1993) 
stated that a recent trend in suicide prevention focuses on 
suicide prevention programming in the schools. They 
reported that comprehensive programming has been geared to 
educating school-based mental health personnel to identify 
and counsel potential suicidal students. Given the 
homogeneous approaches to crisis intervention detected in 
the present study, it is recommended that attention be given 
to the possible use of standardized prevention training 
models for all school-based mental health professionals. 
Discussion Related to Null Hypothesis Three 
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Systematic examination of the CSES mean scores of the 
three school-based mental health professionals across the 
six vignettes (Table 3) along with the profiles of those 
mean scores (see Appendix D) indicates that the three 
school-based mental health professionals' scores differed 
across the six vignettes. As noted earlier, differences in 
the CSES scores were anticipated, as the vignettes were 
deliberately selected to represent varying degrees of 
adolescent crisis situations. These findings, then, suggest 
that the school-based mental health professionals accurately 
perceived the varying degrees of adolescent crises 
represented in the vignettes. 
Discussion Related to Null Hypothesis Four 
Examination of the 95% confidence intervals constructed 
from the CIS mean difference scores of the school-based 
mental health professionals suggests that the school-based 
professionals agree with the team of experts 53.5% of the 
time (see Table 12). This finding was not anticipated. A 
higher rate of agreement was expected. 
As reported in Chapter 2, evidence links depression, 
substance abuse, and sexual identity issues with adolescent 
suicide (Dougherty, 1993; Porter, cited in Poland, 1989). 
The number of clinical impression scale option agreements 
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between the school-based mental health professionals and the 
experts are presented in Table 13. Agreement occurred most 
frequently on the importance of self-esteem, coping ability, 
and sexual identity to an adolescent's level of risk. In 
particular, it appears that the school-based mental health 
professionals strongly agree with the experts as to the 
importance of the sexual identity factor in assessing 
potential adolescent suicide. However, the school-based 
professionals seem to agree with experts only moderately on 
the importance of depression and substance abuse, which are 
considered critical factors by Dougherty (1993) and Porter 
(cited in Poland, 1989). 
Overall, these findings related to the documented 
differences between the expert group and the group of 
school-based mental health professionals and their weighing 
of factors/characteristics suggestive of adolescent suicide 
potential are disappointing and somewhat alarming. 
Discussion Related to Null Hypothesis Five 
Examination of the results of the analysis related to 
testing this null hypothesis indicates that the school-based 
mental health professionals did not differ significantly in 
their evaluation of the clinical impression options. These 
results suggest that the three types of mental health 
professionals working in school settings tend to agree with 
each other as to the importance of particular student 
features/characteristics when assessing suicide risk. 
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Indeed, moving to an analysis of specific clinical 
impression options, the three school-based mental health 
professional groups repeatedly endorsed 12 of the 17 options 
reported in the literature as being leading risk factors in 
adolescent suicide (Petersen et al., 1993; Fitzpatrick et 
al., 1990, cited in Petersen et. al., 1993; Kovacs, 1990, 
cited in Petersen et al., 1993; Davis & Sandoval, 1991; 
Miller et al., 1992; Sullivan & Engin, 1986). These 12 
factors, grouped into subsets, are as follows: Subset 1 
(dangerous to self, previous suicide attempt); Subset 3 
(presence/absence of family support, presence/absence of 
peer support, presence/absence of other resources); Subset 4 
(coping ability, stress level, self-esteem level, anxiety 
level); Subset 5 (sexual identity); and Subset 7 (report of 
precipitating event). Given these results, one could build 
a case for the notion that the findings of this study 
provide further support for the importance of considering 
these twelve characteristics as possible suicide-risk 
factors. 
Regarding the remaining six clinical impression 
options--Subset 2 (presence of substance abuse), Subset 4 
(mental status, depression level, hopelessness level, 
helplessness level) and Subset 6 (amount of loss)--
significant differences did surface among the three 
professional groups. Further analysis of the data 
concerning Subset 2 suggests that differences were obscured 
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by the interaction effect between the group factor and the 
repeated measures factor (the vignettes). In addition, the 
results indicated that school psychologists and school 
social workers had similar views of the amount of loss a 
student had endured (Subset 6), while school counselors 
perceived that factor differently from the other two groups. 
One possible explanation for this divergence of views may be 
the differing curricular training programs available to the 
three school-based professional groups. 
Implications and Recommendations 
In sum, the results of this study suggest that school-
based mental health professionals tend to agree among 
themselves with respect to their crisis intervention 
decisions. However, two school-based mental health 
professional groups, school psychologists, and school social 
workers are relative newcomers to school systems. School 
psychologists and school social workers have entered the 
schools in greater numbers since the passage of P.L. 94-142 
(Humes & Hohenshil, 1987). Moreover, in the past, training 
programs for school psychologists and school social workers 
have focused on the development of assessment-mandated 
skills rather than the development of counseling skills. 
Indeed, Garland and Zigler (1993) reported that less than 
50% of psychology training programs include suicide 
prevention training. According to Tennyson et al., (cited 
in Coy et al., 1991) school counselor training programs 
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reflect the recently expanded role for school counselors in 
terms of preparation to handle student mental health issues. 
DeGroot (1994) noted that the dramatic increase in the 
adolescent suicide rate in the past twenty years and 
attempted to build a case for developing school-staff 
training programs. Poland (cited in DeGroot, 1994) 
explicitly affirmed the importance of suicide prevention 
instruction for school psychologists: "We need to be sure 
that our training programs are training the next generation 
of school psychologists to deal with this problem." But 
determining the form such training should take and the 
methods appropriate for evaluating it is still in the early 
stages. Although studies to evaluate in-service suicide-
prevention programs for educators are few, results suggest 
that such training is effective. Reports from training 
programs grounded on current empirical knowledge of 
adolescent-suicide risk factors and referral practices 
assert that educators' awareness of risk factors and of 
available school and community mental health resources 
increases significantly after these programs (Shafer, 
Garland, Whittle, & Underwood, in Garland & Zigler, 1993) 
Training for educators must also translate into 
suicide-prevention programming for students, however, and 
the appropriate design for such programs is also somewhat 
uncertain. For example, Poland (1979) reports that a number 
of researchers question the advisability of curriculum 
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programming that focuses directly on suicide prevention, as 
adolescents can be particularly susceptible to social 
imitation. In turn, he indicated the need for additional 
research to assess the effects of curriculum-based suicide 
prevention instruction. Further, many school prevention 
programs present suicide as a reaction to stress, minimizing 
the role of psychopathology, in an effort to encourage at-
risk students to seek assistance. However, Garland and 
Zigler (1993, p. 174) question deemphasizing the link 
between mental illness and suicide, as denying this link may 
normalize suicidal behaviors for students and, thus, reduce 
"potential protective taboos." 
A revelation emerging from the present study is the 
recent research suggesting that school suicide-prevention 
programs should focus directly on student-suicide risk 
factors such as depression, substance abuse, and sexual 
identity rather than on curricular instruction in suicide. 
Garland and Zigler (1993) call for an evaluative component 
of school suicide prevention programs, noting that effective 
programs are based on empirical data pertaining to the 
current knowledge base of adolescent suicide risk factors. 
Going further, they suggest that many curriculum-based 
prevention programs do not represent the current empirical 
knowledge base of adolescent suicide risk factors. 
Leenar and Wenckstein (1991) offer a model that 
incorporates concern for suicide risk factors and also moves 
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beyond. They describe three levels of suicide intervention 
to be considered in designing suicide prevention programs. 
With primary prevention, an effort would be made to focus on 
the underlying risk factors for suicidal behavior, such as 
substance abuse, in order to prevent a crisis. A secondary 
prevention procedure consists of providing immediate support 
to the suicidal student and other affected individuals, such 
as faculty and parents, in order to minimize the effects of 
an attempted or completed suicide. Finally, postvention, a 
tertiary prevention procedure would be directed at providing 
long-term aftercare for those who have been affected by an 
attempted or completed suicide. A special effort is made to 
assist students, faculty, and parents in resuming pre-crisis 
functioning. 
Clearly, school systems need to reassess their current 
suicide-prevention delivery models. It is recommended that 
training delivery models for school mental health 
professionals need to be systematically reassessed. 
A particularly interesting result of the present study 
was the overall agreement found among the school-based 
mental health professional groups as to appropriate 
intervention strategies for at-risk students and the 
characteristics or factors that may be suggestive of suicide 
risk. A troubling and unexpected result of this research 
project were the significant differences found between the 
school-based mental health professionals and the crisis 
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intervention experts in terms of their crisis intervention 
decisions and weighing of factors and characteristics used 
to assess adolescent suicide risk. Of course, skilled 
assessment of suicide risk does not guarantee prevention of 
adolescent suicide. However, continued work in this field 
is based on the theory that determining level of risk with a 
more precise suicide-risk predictive instrument will 
significantly contribute to the prevention of adolescent 
suicide. Thus, it appears that meaningful benefits could be 
gained if the risk-assessment skills of school-based 
professionals were brought more in line with those of the 
crisis intervention experts. 
Future study of adolescent suicide intervention by 
school-based mental health professionals is recommended. 
Attempts to minimize the study limitations (professional 
groups' sample size, a very small number of expert 
evaluators, considerable demographic heterogeneity) outlined 
in the first section of this chapter should be carefully 
considered in future studies. Furthermore, in-service 
training programs conducted by expert crisis 
interventionists are suggested. Finally, it is strongly 
recommended that university and college-level curricula for 
school psychologists, school social workers, and school 
counselors should include training components related to 
suicide interventions and preventions. 
APPENDIX A 
SAMPLE LETTERS TO SUBJECTS 
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Sample Subject Letter 1 
1 per minute: This is not an mathematical puzzle, but 
rather, a very sad statistic. Every 60 seconds or 1 minute, 
an adolescent attempts suicide. Data derived from the 
National Center for Health Statistics (1993). 
Dear: 
Thank you for assisting me with my dissertation by 
agreeing to participate in this research study. My 
dissertation concerns adolescent suicide. In that context, 
I am concerned with crisis intervention recommendations by 
school personnel and the characteristics of students in 
crisis that determine school professionals' intervention 
decisions. 
The role of school personnel has been dramatically 
revised as today's schools respond to societal changes. 
Moreover, since 70 to 75 percent of the individuals who 
attempt or complete the act of suicide talk with someone 
about their intention, school professionals may have the 
opportunity to circumvent tragedy. Thus, the ultimate goal 
of my study is to gain greater insight into both the 
detection of potential suicide and the methods for selecting 
appropriate interventions. 
Enclosed you will find a brief demographic information 
survey, six case study vignettes and instructions for 
completing the related questionnaires. The questionnaires 
will take 30-45 minutes to complete. I realize this is 
valuable time taken from your busy schedule, however, I feel 
this information is of great importance. In order to 
protect the confidentiality of all participants, each 
questionnaire will be coded. Second, only I will have 
access to the master copy of participants' names and 
identifying code numbers. Third, all questionnaires will be 
kept in a locked cabinet and I will destroy identifying code 
numbers and the master list after gathering questionnaire 
data. Upon completion of the study, I will send you a 
summary of the results. Please return the demographic 
information page, questionnaires, and case study vignettes 
to me no later than May 9, 1994. Should you have questions 
concerning questionnaire instructions or any other aspect of 
this research, please do not hesitate to contact me at the 
phone numbers listed below. 
Very Gratefully, 
Jeannine DeRose-Ihrig, N.C.S.P. 
School Psychologist 
Oak Park-River Forest High School 
(708) 383-0700 x 3316 or Home - (708) 383-8440 
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Sample Subject Letter 2 
1 per minute: This is not a mathematical puzzle, but 
rather, a very sad statistic. Every 60 seconds or 1 minute, 
an adolescent attempts suicide. Data derived from the 
National Center for Health Statistics (1993). 
Dear 
I am writing to elicit your assistance with my 
dissertation by participating in this research study. My 
dissertation concerns adolescent suicide. In that context, 
I am concerned with crisis intervention recommendations by 
school personnel and the characteristics of students in 
crisis that determine school professionals' intervention 
decisions. 
The role of school personnel has been dramatically 
revised as today's schools respond to societal changes. 
Moreover, since 70 to 75 percent of the individuals who 
attempt or complete the act of suicide talk with someone 
about their intention, school professionals may have the 
opportunity to circumvent tragedy. Thus, the ultimate goal 
of my study is to gain greater insight into both the 
detection of potential suicide and the methods for selecting 
appropriate interventions. 
Enclosed you will find a brief demographic information 
survey, six case study vignettes and instructions for 
completing the related questionnaires. The questionnaires 
will take 30-45 minutes to complete. I realize this is 
valuable time taken from your busy schedule, however, I feel 
this information is of great importance. In order to 
protect the confidentiality of all participants, each 
questionnaire will be coded. Second, only I will have 
access to the master copy of participants' names and 
identifying code numbers. Third, all questionnaires will be 
kept and the master list after gathering questionnaire data. 
Upon completion of the study, I will send you a summary of 
the results. Please return the demographic information 
page, questionnaires, and case study vignettes to me no 
later than June 1, 1994. Should you have questions 
concerning questionnaire instructions or any other aspect of 
this research, please do not hesitate to contact me at the 
phone numbers listed below. 
Very Gratefully, 
Jeannine DeRose-Ihrig, N.C.S.P. 
School Psychologist 
Oak Park-River Forest High School 
(708) 383-0700 x 3316 or Home - (708) 383-8440 
APPENDIX B 
QUESTIONNAIRES--CASE STUDY EVALUATION SCALE 
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QUESTIONNAIRE I 
CASE STUDY EVALUATION SCALE (CSES) 
INSTRUCTIONS: Rate the following possible crisis 
intervention options using a 4-point scale, where 1 
indicates that you consider a crisis intervention option to 
be most appropriate to this case study and 4 indicates that 
it is least appropriate. Circle your response choice. 
Complete a copy of Questionnaire I for each case study. 
Please do not consult with colleagues/others, as this may 
confound the study results. 
Crisis Most Least 
Intervention Options Appropriate Appropriate 
Propose short-term counseling for 
student by school psychologist/ 
school social worker 
Schedule parent conference 
Suggest parent seek outpatient therapy 
Make referral to DCFS 
Suggest parent seek psychiatric 
evaluation 
Suggest parent accept referral to a 
substance abuse counselor 
Suggest student accept referral to 
peer mediation 
Suggest student accept referral to a 
peer listener 
File a truancy petition 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
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QUESTIONNAIRE II 
CLINICAL IMPRESSION SCALE (CIS) 
INSTRUCTIONS: Rate the following possible factors/features 
options using a 4-point scale, where 1 indicates that you 
consider the feature/factor to be of primary importance in 
this case study and 4 indicates that it is of no or minor 
significance. Circle your response choice. Complete a copy 
of Questionnaire II for each case study. Please do not 
consult with colleagues/others, as this may confound the 
study results. 
Most Least 
Features Important Important 
Dangerous to self 1 2 3 4 
Previous suicide attempt 1 2 3 4 
Presence of substance abuse 1 2 3 4 
Presence/absence of family support 1 2 3 4 
Presence/absence of peer support 1 2 3 4 
Presence/absence of other resources 
(e.g. community agencies, 
private therapist) 1 2 3 4 
Mental status 1 2 3 4 
Coping ability 1 2 3 4 
Stress level 1 2 3 4 
Self-esteem level 1 2 3 4 
Depression level 1 2 3 4 
Hopelessness level 1 2 3 4 
Helplessness level 1 2 3 4 
Anxiety level 1 2 3 4 
Sexual identity 1 2 3 4 
Assessed amount of loss 1 2 3 4 
Report of precipitating event* 1 2 3 4 
*Precipitating events as defined by Susan 
Stefanowski-Harding (1990) are "events that, like the 
'straw that breaks the camel's back,' can push a 
vulnerable adolescent into an attempt. These events 
may not seem great in themselves. They simply have 
particular meaning to a youth who may already be at 
risk for suicide." 
APPENDIX C 
SAMPLE CASE STUDY PACKET 
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INSTRUCTIONS 
Your packet contains six case study vignettes and for 
each case study, two short questionnaires. Questionnaire I 
is a case study evaluation scale and offers intervention 
options that you may or may not consider appropriate to the 
case study. Questionnaire II is a clinical impression scale 
and lists factors/features that you may or may not consider 
important to the case study. 
Your task is to review the case study vignettes and 
then complete one copy of Questionnaire I and one copy of 
questionnaire II for each vignette. 
After you read each vignette, indicate whether you feel 
the behavior described requires an intervention by circling 
the yes or no option appearing at the end of each case study 
vignette. 
If you choose the no option, no further response is 
necessary for that vignette. Proceed to the next vignette. 
If you choose the yes option, indicating that an 
intervention is appropriate, please complete questionnaire I 
(CSES) and questionnaire II (CIS) before proceeding to the 
next vignette. 
Demographic Information 
Please circle your response. 
1. Gender Male 
2. Ethnic Group 
1. Asian/Pacific Isl. 
2. African American 
3. Caucasian 
4. Latino 
5. Native American 
6. Other 
3. Credentials (Circle all that apply) 
1. School Counselor 
2. School Social Worker 
3. School Psychologist 
4. Other (describe) 
----------
4. Years of Practice 
1. 1-3 years 
2. 4-7 years 
3. 8+ years 
5. Highest Level of Training 
1. Bachelor's Degree 
2. Master's Degree 
3. Doctorate 
4. Other 
---------
6. Primary Population Served 
1. Middle School or Junior High School 
2. High School 
3. Other (describe) 
----------
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Female 
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CASE STUDY VIGNETTE: JOHN--MALE SOPHOMORE 
A security guard, increasingly concerned about John's 
well-being, reported John to the school psychologist. The 
security guard described John as a "loner" who walked 
through halls with his head down, never making eye contact. 
He reported that John had "writing" on his hands and arms, 
an unusual haircut, and wore dirty clothing but made "no 
waves." The guard also indicated that he had previously 
discussed his concerns with John's math teacher. The 
teacher had, however, informed the security guard that 
John's grades were above average, and therefore, 
intervention by school personnel was not necessary. 
Additionally, the teacher reported that John had seen a 
school social worker earlier in the school year. 
Responding to the guard's concerns, the school 
psychologist interviewed John's English, History, and 
Science teachers, who reported that he was bright and, 
although extremely withdrawn, an engaging youngster once 
rapport was established. The teachers corroborated the 
security guard's perception of John's "loner" status and 
strange markings on his hands and arms, which John admitted 
were self-administered. Observations suggested that John's 
markings were done with an ink pen and that they traced his 
veins. The physical education teacher indicated extreme 
relief that John had been "reported," noting that "he really 
needs help." She went on to say that John had refused to 
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"dress" for PE class and had been granted permission to wear 
sweat-pants rather than the required shorts. She suggested 
that markings might also cover other areas of his body. The 
school social worker who had seen John and interviewed his 
mother described the mother as "weird" but pleasant. 
Further, the school social worker had suggested that John 
see a counselor outside of school but noted that he would be 
surprised if the mother had followed through. 
The school psychologist interviewed John the following 
day, and John revealed that his only enjoyment was playing 
Nintendo at his sister's home. He reported difficulties 
getting along with two older brothers. He reported no 
friendships or outside activities. John did note that he 
used to play tennis with his brothers but not "this year." 
When asked about the markings, John responded, "I don't want 
to talk about it." A phone conference with his mother 
revealed that John had attended a few sessions with an 
outside therapist but then refused to continue. During the 
phone conference, the mother demonstrated little affect. 
However, after probing, she stated that she was also 
concerned about John, noting that he never "went out," talks 
to "no one," and may have hurt himself with markings a 
couple of times. 
Is an intervention necessary? 
If you choose the no option, do not complete 
Questionnaire I or II. Proceed to the next 
Yes or No 
(Circle your 
response) 
case study. If you choose the yes option, 
complete Questionnaire I and II, and then proceed 
to the next case study. 
CASE STUDY VIGNETTE: JOHN--MALE SOPHOMORE 
QUESTIONNAIRE I 
CASE STUDY EVALUATION SCALE (CSES) 
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INSTRUCTIONS: Rate the following possible crisis 
intervention options using a 4-point scale, where 1 
indicates that you consider a crisis intervention option to 
be most appropriate to this case study and 4 indicates that 
it is least appropriate. Circle your response choice. 
Complete a copy of Questionnaire I for each case study. 
Please do not consult with colleagues/others, as this may 
confound the study results. 
Crisis Most Least 
Intervention Options Appropriate Appropriate 
Propose short-term counseling for 
student by school psychologist/ 
school social worker 1 
Schedule parent conference 1 
Suggest parent seek outpatient therapy 1 
Make referral to DCFS 1 
Suggest parent seek psychiatric 
evaluation 1 
Suggest parent accept referral to a 
substance abuse counselor 1 
Suggest student accept referral to 
peer mediation 1 
Suggest student accept referral to a 
peer listener 1 
File a truancy petition 1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
CASE STUDY VIGNETTE: JOHN--MALE SOPHOMORE 
QUESTIONNAIRE II 
CLINICAL IMPRESSION SCALE (CIS) 
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INSTRUCTIONS: Rate the following possible factors/features 
options using a 4-point scale, where 1 indicates that you 
consider the feature/factor to be of primary importance in 
this case study and 4 indicates that it is of no or minor 
significance. Circle your response choice. Complete a copy 
of Questionnaire II for each case study. Please do not 
consult with colleagues/others, as this may confound the 
study results. 
Features 
Most 
Important 
Dangerous to self 
Previous suicide attempt 
Presence of substance abuse 
Presence/absence of family support 
Presence/absence of peer support 
Presence/absence of other resources 
(e.g. community agencies, 
private therapist) 
Mental status 
Coping ability 
Stress level 
Self-esteem level 
Depression level 
Hopelessness level 
Helplessness level 
Anxiety level 
Sexual identity 
Assessed amount of loss 
Report of precipitating event* 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
Least 
Important 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
*Precipitating events as defined by Susan 
Stefanowski-Harding (1990) are "events that, like the 
'straw that breaks the camel's back,' can push a 
vulnerable adolescent into an attempt. These events 
may not seem great in themselves. They simply have 
particular meaning to a youth who may already be at 
risk for suicide." 
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CASE STUDY VIGNETTE: TINA--FEMALE SENIOR 
Tina elected to undergo an abortion in early November 
1988. The day before Christmas break, she "dropped by" her 
school counselor's office to extend holiday wishes. She 
indicated that home life had become increasingly difficult; 
her mother's drinking (excessive in the past) had increased, 
and her father continued to be verbally abusive to both the 
mother and Tina. Tina had spent most of the past several 
weeks at a friend's house in order to avoid the tension she 
reported in her own home. 
Although Tina's boyfriend had been supportive during 
Tina's pregnancy and abortion, Tina reported that he had 
recently become "distant." Remarks by Tina's friends 
"hinted" at unfaithfulness, and Tina seemed certain he had 
been seeing his former girlfriend. Apparently, Tina's most 
trusted friend revealed to her that morning that "everyone" 
was aware that Tina's boyfriend was "cheating," but no one 
could muster the courage to inform her. 
Tina obviously was experiencing a sense of deep 
humiliation and felt helpless. Worst of all for Tina was 
her feeling of complete hopelessness, as she stated, "He was 
all I had. Now I have nowhere to sleep when dad starts." 
Tina also relayed fears that her father's verbal abuse could 
escalate to physical abuse. She stated, "I'll never make it 
through Christmas in that home." Tina then noted that she 
had "killed" a human being just last month and indicated 
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that if she had given birth, "at least someone would love me 
by next Christmas." 
Tina refused all suggested alternative living 
arrangements, noting that none were "possible." Tina 
indicated that she was "through" with her friends, who she 
now perceived as disloyal and guilty of spreading rumors 
about her boyfriend's cheating. Tina vowed never to trust 
her girlfriends again and refused all suggestions of 
temporary housing with them. Indeed, her distrust and anger 
with her friends escalated, and she described them as 
"bitches." As she started to leave the counselor's office, 
Tina remarked, "Oh well, there's always the bridge. You 
know, like the old movie with Jimmy Stewart." 
Is an intervention necessary? 
If you choose the no option, do not complete 
Questionnaire I or II. Proceed to the next 
Yes or No 
(Circle your 
response) 
case study. If you choose the yes option, 
complete Questionnaire I and II, and then proceed 
to the next case study. 
CASE STUDY VIGNETTE: TINA--FEMALE SENIOR 
QUESTIONNAIRE I 
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CASE STUDY EVALUATION SCALE (CSES) 
INSTRUCTIONS: Rate the following possible crisis 
intervention options using a 4-point scale, where 1 
indicates that you consider a crisis intervention option to 
be most appropriate to this case study and 4 indicates that 
it is least appropriate. Circle your response choice. 
Complete a copy of Questionnaire I for each case study. 
Please do not consult with colleagues/others, as this may 
confound the study results. 
Crisis Most Least 
Intervention Options Appropriate Appropriate 
Propose short-term counseling for 
student by school psychologist/ 
school social worker 1 
Schedule parent conference 1 
Suggest parent seek outpatient therapy 1 
Make referral to DCFS 1 
Suggest parent seek psychiatric 
evaluation 1 
Suggest parent accept referral to a 
substance abuse counselor 1 
Suggest student accept referral to 
peer mediation 1 
Suggest student accept referral to a 
peer listener 1 
File a truancy petition 1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
CASE STUDY VIGNETTE: TINA--FEMALE SENIOR 
QUESTIONNAIRE II 
CLINICAL IMPRESSION SCALE (CIS) 
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INSTRUCTIONS: Rate the following possible factors/features 
options using a 4-point scale, where 1 indicates that you 
consider the feature/factor to be of primary importance in 
this case study and 4 indicates that it is of no or minor 
significance. Circle your response choice. Complete a copy 
of Questionnaire II for each case study. Please do not 
consult with colleagues/others, as this may confound the 
study results. 
Features 
Dangerous to self 
Previous suicide attempt 
Presence of substance abuse 
Most 
Important 
1 
1 
1 
Presence/absence of family support 1 
Presence/absence of peer support 1 
Presence/absence of other resources 
(e.g. community agencies, 
private therapist) 1 
Mental status 1 
Coping ability 1 
Stress level 1 
Self-esteem level 1 
Depression level 1 
Hopelessness level 1 
Helplessness level 1 
Anxiety level 1 
Sexual identity 1 
Assessed amount of loss 1 
Report of precipitating event* 1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
Least 
Important 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
*Precipitating events as defined by Susan 
Stefanowski-Harding (1990) are "events that, like the 
'straw that breaks the camel's back,' can push a 
vulnerable adolescent into an attempt. These events 
may not seem great in themselves. They simply have 
particular meaning to a youth who may already be at 
risk for suicide." 
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CASE STUDY VIGNETTE: CRAIG--MALE SOPHOMORE 
Craig was referred to the social worker by his math 
teacher after he described a chaotic home situation. The 
teacher reported that although Craig seemed terribly 
despondent, he was an excellent student, always capable of 
"taking care of things" on his own. During his session with 
the social worker, Craig was very anxious. However, he made 
a valiant attempt to maintain control as he poured out his 
story in rapid-fire fashion. 
Craig lives with his mother, who has had sole custody 
since divorcing Craig's father when Craig was a toddler. 
The father, a dentist, had remarried, has a younger son, and 
lives in a fashionable city location. Dad faithfully sends 
support funds, and Craig visits him several times each 
month, even though he did not like his "dad's wife" and his 
dad's son "was a pain." 
Craig's mother had worked part time, but she recently 
quit and seems unable to accept responsibility for 
"anything." Craig reported periods of "food shortage" at 
home and indicated that he performed all household tasks. 
He also indicated that he needed clothing, as dad's support 
funds were used for other necessities. He described a home 
situation suggesting role reversal. For example, he seemed 
to feel the need to "watch" his mother day and night. 
Indeed, he recently resigned from student council and all 
sports in order to return home immediately after school. 
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Recently, also, Craig found it necessary to return home 
during his thirty-five minute lunch period to check up on 
his mother. Craig asserted that he did not invite friends 
in, for fear that the house would be a "mess" when he got 
home. Craig then reported that for the past month, his 
mother frequently left home during the middle of the night 
and, while out, placed phone calls to Craig and others 
suggesting that certain people were "after her." Further, 
he did not share these events with his dad, as his mother is 
very sensitive and would be upset. 
Craig reported an excellent relationship with his 
church's youth pastor, although the pastor was currently 
studying abroad. Craig also spoke of frequent visits to his 
nearby maternal aunt's home for food, but she was presently 
vacationing in Europe. Craig then expressed his deep 
concern over his mother's well-being next fall, as he 
planned to leave home to attend a military school. Although 
his mom was not fully aware of Craig's educational plans, 
his dad had approved them and assisted Craig with the 
application. Craig expressed relief at leaving home, as he 
would then receive his allowance directly. At this point, 
he cried silently, stating that he loved his mother and that 
she had spent her life taking care of him. 
Is an intervention necessary? 
If you choose the no option, do not complete 
Questionnaire I or II. Proceed to the next 
Yes or No 
(Circle your 
response) 
case study. If you choose the yes option, 
complete Questionnaire I and II, and then proceed 
to the next case study. 
CASE STUDY VIGNETTE: CRAIG--MALE SOPHOMORE 
QUESTIONNAIRE I 
CASE STUDY EVALUATION SCALE (CSES) 
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INSTRUCTIONS: Rate the following possible crisis 
intervention options using a 4-point scale, where 1 
indicates that you consider a crisis intervention option to 
be most appropriate to this case study and 4 indicates that 
it is least appropriate. Circle your response choice. 
Complete a copy of Questionnaire I for each case study. 
Please do not consult with colleagues/others, as this may 
confound the study results. 
Crisis Most Least 
Intervention Options Appropriate Appropriate 
Propose short-term counseling for 
student by school psychologist/ 
school social worker 1 
Schedule parent conference 1 
Suggest parent seek outpatient therapy 1 
Make referral to DCFS 1 
Suggest parent seek psychiatric 
evaluation 1 
Suggest parent accept referral to a 
substance abuse counselor 1 
Suggest student accept referral to 
peer mediation 1 
Suggest student accept referral to a 
peer listener 1 
File a truancy petition 1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
CASE STUDY VIGNETTE: CRAIG--MALE SOPHOMORE 
QUESTIONNAIRE II 
CLINICAL IMPRESSION SCALE (CIS) 
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INSTRUCTIONS: Rate the following possible factors/features 
options using a 4-point scale, where 1 indicates that you 
consider the feature/factor to be of primary importance in 
this case study and 4 indicates that it is of no or minor 
significance. Circle your response choice. Complete a copy 
of Questionnaire II for each case study. Please do not 
consult with colleagues/others, as this may confound the 
study results. 
Features 
Most 
Important 
Dangerous to self 
Previous suicide attempt 
Presence of substance abuse 
Presence/absence of family support 
Presence/absence of peer support 
Presence/absence of other resources 
(e.g. community agencies, 
private therapist) 
Mental status 
Coping ability 
Stress level 
Self-esteem level 
Depression level 
Hopelessness level 
Helplessness level 
Anxiety level 
Sexual identity 
Assessed amount of loss 
Report of precipitating event* 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
Least 
Important 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
*Precipitating events as defined by Susan 
Stefanowski-Harding (1990) are ''events that, like the 
'straw that breaks the camel's back,' can push a 
vulnerable adolescent into an attempt. These events 
may not seem great in themselves. They simply have 
particular meaning to a youth who may already be at 
risk for suicide." 
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CASE STUDY VIGNETTE: MEI--FEMALE JUNIOR 
The school social worker was contacted by a classroom 
teacher whose student had reported comments made by another 
student (Mei) during a morning Chemistry class. Apparently, 
Mei had expressed fear over returning home after having 
received a lab grade of C for the semester. Additionally, 
Mei was reported to have remarked, "I'd rather be dead." 
The student reporting the conversation to the teacher 
indicated that she did not know Mei very well as Mei had 
immigrated from Japan just last year. The student further 
related that she felt very anxious because she did not think 
Mei was the type to make flip statements. 
The social worker consulted with Mei's school counselor 
in order to obtain background information. The counselor 
offered the following information and observations: 
1. Mei's older brother was considered a "brilliant 
student" by the high school faculty, and shortly after 
enrolling last year, he was placed in all advanced 
classes. 
2. Teachers consider Mei a hard worker of average 
ability. 
3. Mei's father is a highly regarded transplant 
surgeon at a large teaching hospital. 
4. Mei's parents hold high expectations for their 
children. 
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5. Mei's mother tutors her nightly in an effort to 
raise her grades. 
6. Mei must return home immediately after school and 
is involved with lessons from her mother and homework 
from 4:00 p.m. until 10:00 p.m. nightly. 
7. Mei's parents have stated that Mei is not allowed 
to participate in any extracurricular activities until 
she attains A's in all her classes. 
8. Mei has discussed with her counselor her extreme 
unhappiness with the schedule her parents have imposed. 
Mei hinted that she feared physical punishment from her 
father when her mother disclosed that Mei had received 
average grades. Despite prompting, Mei would not further 
discuss instances of physical punishment. 
Is an intervention necessary? 
If you choose the no option, do not complete 
Questionnaire I or II. Proceed to the next 
Yes or No 
(Circle your 
response) 
case study. If you choose the yes option, 
complete Questionnaire I and II, and then proceed 
to the next case study. 
CASE STUDY VIGNETTE: MEI--FEMALE JUNIOR 
QUESTIONNAIRE I 
CASE STUDY EVALUATION SCALE (CSES) 
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INSTRUCTIONS: Rate the following possible crisis 
intervention options using a 4-point scale, where 1 
indicates that you consider a crisis intervention option to 
be most appropriate to this case study and 4 indicates that 
it is least appropriate. Circle your response choice. 
Complete a copy of Questionnaire I for each case study. 
Please do not consult with colleagues/others, as this may 
confound the study results. 
Crisis Most Least 
Intervention Options Appropriate Appropriate 
Propose short-term counseling for 
student by school psychologist/ 
school social worker 1 
Schedule parent conference 1 
Suggest parent seek outpatient therapy 1 
Make referral to DCFS 1 
Suggest parent seek psychiatric 
evaluation 1 
Suggest parent accept referral to a 
substance abuse counselor 1 
Suggest student accept referral to 
peer mediation 1 
Suggest student accept referral to a 
peer listener 1 
File a truancy petition 1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
CASE STUDY VIGNETTE: MEI--FEMALE JUNIOR 
QUESTIONNAIRE II 
CLINICAL IMPRESSION SCALE (CIS) 
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INSTRUCTIONS: Rate the following possible factors/features 
options using a 4-point scale, where 1 indicates that you 
consider the feature/factor to be of primary importance in 
this case study and 4 indicates that it is of no or minor 
significance. Circle your response choice. Complete a copy 
of Questionnaire II for each case study. Please do not 
consult with colleagues/others, as this may confound the 
study results. 
Features 
Dangerous to self 
Previous suicide attempt 
Presence of substance abuse 
Most 
Important 
1 
1 
1 
Presence/absence of family support 1 
Presence/absence of peer support 1 
Presence/absence of other resources 
(e.g. community agencies, 
private therapist) 1 
Mental status 1 
Coping ability 1 
Stress level 1 
Self-esteem level 1 
Depression level 1 
Hopelessness level 1 
Helplessness level 1 
Anxiety level 1 
Sexual identity 1 
Assessed amount of loss 1 
Report of precipitating event* 1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
Least 
Important 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
*Precipitating events as defined by Susan 
Stefanowski-Harding (1990) are "events that, like the 
'straw that breaks the camel's back,' can push a 
vulnerable adolescent into an attempt. These events 
may not seem great in themselves. They simply have 
particular meaning to a youth who may already be at 
risk for suicide." 
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CASE STUDY VIGNETTE: GABRIELLE--FEMALE FRESHMAN 
Gabrielle, a ninth-grade student was referred to the 
school psychologist for a comprehensive case study 
evaluation due to "out of bounds" behavior in class and in 
the community. Concerns included Gabrielle's disruption of 
class with loud, inappropriate comments; lack of completed 
class assignments; tardiness; selective cutting; and 
suspicion of alcohol abuse. An interview with the parents 
revealed the following: 
1. Gabrielle's only sibling had died at the age of 
four due to injuries sustained after a fall from play 
equipment in the family backyard. 
2. Gabrielle (aged twelve at the time of the 
accident) was the only person present when the child fell. 
3. The parents believe that Gabrielle ~s "over" the 
accident, and they remarked that she never (except once) 
mentions her sister's death. When Questioned, the parents 
relate that recently, during a family quarrel around 
Gabrielle's behavior, Gabrielle remarked that she "should 
have died rather than Patti." 
4. Gabrielle no longer sees her junior high school 
friends but rather has developed friendships with older 
students (juniors and seniors). The mother describes these 
new friends as "wild," noting that Gabrielle was not a 
"problem child" in elementary and junior high. In response, 
the father remarks that the marriage counseling they had 
started last summer "hasn't helped," as the mother "still 
blames others" for Gabrielle's problems. 
An interview with Gabrielle's teachers revealed the 
following: 
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1. Gabrielle attempts to establish friendships with 
male students who are suspected of alcohol and drug abuse. 
2. Gabrielle's speech in English class last week was 
received poorly by the other students. In fact, the English 
teacher reported that she needed to intervene in order to 
stop the laughing and teasing by her peers. 
3. The Physical Education teacher reported that when 
teams are chosen, Gabrielle would be the last student 
selected if the teacher did not orchestrate the selection 
process. 
4. Gabrielle's homeroom teacher reported that 
Gabrielle chooses to sit with a group of male students and 
does not interact with female students. 
5. Further, the homeroom teacher has smelled alcohol 
on Gabrielle's breath several times and suspects drug use, 
although Gabrielle denied drinking. 
Is an intervention necessary? 
If you choose the no option, do not complete 
Questionnaire I or II. Proceed to the next 
Yes or No 
(Circle your 
response) 
case study. If you choose the yes option, 
complete Questionnaire I and II, and then proceed 
to the next case study. 
CASE STUDY VIGNETTE: GABRIELLE--FEMALE FRESHMAN 
QUESTIONNAIRE I 
CASE STUDY EVALUATION SCALE (CSES) 
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INSTRUCTIONS: Rate the following possible crisis 
intervention options using a 4-point scale, where 1 
indicates that you consider a crisis intervention option to 
be most appropriate to this case study and 4 indicates that 
it is least appropriate. Circle your response choice. 
Complete a copy of Questionnaire I for each case study. 
Please do not consult with colleagues/others, as this may 
confound the study results. 
Crisis Most Least 
Intervention Options Appropriate Appropriate 
Propose short-term counseling for 
student by school psychologist/ 
school social worker 1 
Schedule parent conference 1 
Suggest parent seek outpatient therapy 1 
Make referral to DCFS 1 
Suggest parent seek psychiatric 
evaluation 1 
Suggest parent accept referral to a 
substance abuse counselor 1 
Suggest student accept referral to 
peer mediation 1 
Suggest student accept referral to a 
peer listener 1 
File a truancy petition 1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
CASE STUDY VIGNETTE: GABRIELLE--FEMALE FRESHMAN 
QUESTIONNAIRE II 
CLINICAL IMPRESSION SCALE (CIS) 
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INSTRUCTIONS: Rate the following possible factors/features 
options using a 4-point scale, where 1 indicates.that you 
consider the feature/factor to be of primary importance in 
this case study and 4 indicates that it is of no or minor 
significance. Circle your response choice. Complete a copy 
of Questionnaire II for each case study. Please do not 
consult with colleagues/others, as this may confound the 
study results. 
Features 
Most 
Important 
Dangerous to self 
Previous suicide attempt 
Presence of substance abuse 
Presence/absence of family support 
Presence/absence of peer support 
Presence/absence of other resources 
(e.g. community agencies, 
private therapist) 
Mental status 
Coping ability 
Stress level 
Self-esteem level 
Depression level 
Hopelessness level 
Helplessness level 
Anxiety level 
Sexual identity 
Assessed amount of loss 
Report of precipitating event* 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
Least 
Important 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
*Precipitating events as defined by Susan 
Stefanowski-Harding (1990) are "events that, like the 
'straw that breaks the camel's back,' can push a 
vulnerable adolescent into an attempt. These events 
may not seem great in themselves. They simply have 
particular meaning to a youth who may already be at 
risk for suicide." 
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CASE STUDY VIGNETTE: FRANCO--MALE SENIOR 
Franco was referred to his school counselor by his 
English teacher, who had noticed bruises on Franco's body. 
Franco reported that his father beat him with a stick, that 
this was not the first instance of physical abuse at home, 
and that his younger siblings had also been abused. 
During the interview, Franco did not appear anxious, 
although his fear and sadness were apparent when he 
expressed his feeling that "there is no where to turn." 
Franco described rather trivial events (e.g., opening the 
refrigerator door too far) as precipitants for his father's 
degrading comments (e.g., you're dumb, no good), which 
frequently escalated to physical violence. He indicated 
also that his mother is present in the house, but that she 
does not interfere with the father's verbal or physical 
abuse of the children. In fact, he suspected his father 
also abused his mother, who is expecting another child. 
Just that morning, his mother had bruises on her neck, and 
her right eye was swollen and closed. When Franco inquired 
about the injuries, his mother insisted she had tripped and 
fallen down the stairs. Still, he suspected his dad had 
beaten his mother and noted that any man who would hurt a 
pregnant woman did not deserve to live. 
Franco indicated that his grades were average, but he 
has little time for study, as his work schedule at a local 
fast-food restaurant includes five hours after school each 
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day in addition to full-time shifts on the weekends. He 
further indicated that he had to work in order to purchase 
books and clothing and to provide lunch money for his sister 
and brother. Work was "OK," he commented, because it "gets 
me out of the house." However, he expressed concern for his 
younger siblings during his absence, as he frequently 
intervenes to protect them from the father. 
Franco expressed extreme fear of reprisal should his 
father discover his report to school officials. Apparently, 
his parents' immigration status was uncertain. 
Is an intervention necessary? 
If you choose the no option, do not 
complete Questionnaire I or II. If you 
choose the yes option, complete 
Questionnaire I and II. You have now 
completed this packet. Please return 
the demographic information page, 
Questionnaires and the case study 
vignettes in the envelope provided. 
Thank you for your participation. 
Yes or No 
(Circle your 
response) 
CASE STUDY VIGNETTE: FRANCO--MALE SENIOR 
QUESTIONNAIRE I 
CASE STUDY EVALUATION SCALE (CSES} 
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INSTRUCTIONS: Rate the following possible crisis 
intervention options using a 4-point scale, where 1 
indicates that you consider a crisis intervention option to 
be most appropriate to this case study arid 4 indicates that 
it is least appropriate. Circle your response choice. 
Complete a copy of Questionnaire I for each case study. 
Please do not consult with colleagues/others, as this may 
confound the study results. 
Crisis Most Least 
Intervention Options Appropriate Appropriate 
Propose short-term counseling for 
student by school psychologist/ 
school social worker 1 
Schedule parent conference 1 
Suggest parent seek outpatient therapy 1 
Make referral to DCFS 1 
Suggest parent seek psychiatric 
evaluation 1 
Suggest parent accept referral to a 
substance abuse counselor 1 
Suggest student accept referral to 
peer mediation 1 
Suggest student accept referral to a 
peer listener 1 
File a truancy petition 1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
CASE STUDY VIGNETTE: FRANCO--MALE SENIOR 
QUESTIONNAIRE II 
CLINICAL IMPRESSION SCALE (CIS) 
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INSTRUCTIONS: Rate the following possible factors/features 
options using a 4-point scale, where 1 indicates that you 
consider the feature/factor to be of primary importance in 
this case study and 4 indicates that it is of no or minor 
significance. Circle your response choice. Complete a copy 
of Questionnaire II for each case study. Please do not 
consult with colleagues/others, as this may confound the 
study results. 
Features 
Most 
Important 
Dangerous to self 
Previous suicide attempt 
Presence of substance abuse 
Presence/absence of family support 
Presence/absence of peer support 
Presence/absence of other resources 
(e.g. community agencies, 
private therapist) 
Mental status 
Coping ability 
Stress level 
Self-esteem level 
Depression level 
Hopelessness level 
Helplessness level 
Anxiety level 
Sexual identity 
Assessed amount of loss 
Report of precipitating event* 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
Least 
Important 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
*Precipitating events as defined by Susan 
Stefanowski-Harding (1990) are "events that, like the 
'straw that breaks the camel's back,' can push a 
vulnerable adolescent into an attempt. These events 
may not seem great in themselves. They simply have 
particular meaning to a youth who may already be at 
risk for suicide." 
APPENDIX D 
PROFILES OF THE SIX VIGNETTES 
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